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The ideal of lifelong, continuing professional edu- 
cation has been axiomatic for the worthy physician 
in every age. Indeed, this is a moral and social re- 
sponsibility that flows necessarily from the firm re- 
lationship that exists between the quality of medical 
care and the level of education of the physician. It 
applies with equal force to the teacher and the inves- 
tigator and, perhaps with the greatest urgency, to the 
practicing clinician. 

In the past 50 years, the range of knowledge in the 
sciences pertinent to medicine has been expanding 
at an exponential rate with the result that the realiza- 
tion of this ideal has become an enormous task even 
for the academic physician and the specialist. For the 
general practitioner, the problem is complicated by 
the exigencies of patient care as well as by the obvious 
restrictions imposed by time and by the limitations 
of the human intellect. 

Physicians who do not have a direct relationship 
with a medical school or a university teaching hospital 
supply the greatest proportion of medical care in the 
United States today. Most of these men are general 
practitioners, and there is every indication that some 
type of general or family physician will continue to 
fulfill the medical needs of rural and semirural 
regions in the foreseeable future. Some method must 
be devised whereby this group of physicians may be 
enabled to improve their skills for the better service of 
the community and to experience the intellectual 
stimulation necessary for the continual acquisition ot 
knowledge and understanding of recent advances. 

The ever widening horizons of medical information 
and the changing role of the physician in modern 
society have produced such demands at the earlier 
levels of medical education that more of the detailed 
and specialized knowledge of medical practice must 
iow be obtained in the postgraduate years. 

Medical educators have been acutely aware of these 
problems, and a number of partially effective solutions 
have been devised. Postgraduate courses, seminars, 
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ROLE OF THE COMMUNITY HOSPITAL IN CONTINUING 
EDUCATION—THE HUNTERDON 


EXPERIMENT 


* For postgraduate medical education to be most 
effective, especially for the rural practitioner, it 
should be continuous and should be carried out in 
relation to individual patients in the community hospi- 
tal. The community hospital must become an edu- 
cational institution, with the local practitioner as a 
participant in an interchange of ideas between him- 
self and the specialist. In one area, relative'y devoid 
of industry, there has been a translation of the at- 
mosphere and techniques of a university teaching 
hospital to a community rural medical center. This 
approach to continuing education should be trans- 
latable to other communities. 


symposiums, residencies, and scientific meetings have 
all been multiplied in recent years with the end in 
view of continuing the physician’s education. These 
methods are reasonable and useful, but they are 
limited since they are elective and temporary stimu- 
lants intermittently applied and are attended by only 
a small percentage of practicing physicians. Rural 
practitioners often cannot leave their communities 
deprived of medical care for a long enough time to 
attend. These more or less formal methods are essenti- 
ally didactic and, theretore, result in a passive rather 
than an active educational process. 

Such techniques will continue to be of value, but 
what is needed more than their further multiplication 
is a reinculcation of the teaching atmosphere into the 
daily life of the individual practitioner. For postgrad- 
uate medical education to be most effective, it should 
be continuous and should be carried out in relation 
to individual patients in the community hospital. If 
the practicing physician could have informal and 
easily available guidance at all times at a level equiva- 
lent to that of a university hospital, he would be in 
the best position to improve the care of the patient in 
his own office, in the home, and in the hospital. 


New York University College of Medicine. 


Medical Director and Director of Internal Medicine, Hunterdon Medical Center, and Assistant Professor of Clinical Medicine, 
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To achieve this, the community hospital would have 
to become an educational institution in the true sense, 
a place where an interchange of ideas and experiences 
can occur between specialist and general practitioner 
and house staff and where clinical, bedside, and lab- 
oratory teaching can become a routine experience. If, 
instead of being isolated from such an atmosphere, 
the practitioner can be made a participant, the com- 
munity hospital could provide at least a setting for 
the pursuit of the ideal of lifelong professional med- 
ical education. 


Description of Hunterdon Program 


I would like to describe the experiences of one 
rural community medical center that has attempted 
to actualize these concepts in its medical program 
during the past four years. Emphasis will be given 
to the question of continuing education of general 
practitioners, although the process necessarily involves 
the house staff, the medical student, and the specialist. 

The Hunterdon Medical Center in Flemington, 
N. J., is a 120-bed voluntary general hospital serving 
a semirural population of about 45,000 persons. It is 
situated midway between New York and Philadelphia 
in an area, relatively devoid of large industries, de- 
riving its income from poultry and dairy farming and 
light industry. The medical center arose out of the 
communitys basic need for hospital services, since 
Hunterdon County was previously devoid of such 
facilities and its general practitioners depended upon 
adjacent communities for hospital and specialist care. 

From its inception, the institution has enjoyed a 
unique history of cooperation between the community 
and the professional organizations inspired by far- 
sighted local lay leadership. An account of the 
center's genesis and development has been published 
in monograph form,’ and this monograph should be 
referred to for many of the background details that I 
am not including in this report. Some seven years 
were spent by community leaders in collaboration 
with the late Dr. H. L. Corwin of the New York 
Academy of Medicine and with representatives of 
New York University and the Commonwealth Fund 
in elaborating the philosophy of medical care that 
will be described. Financial assistance in the form of 
grants was made possible by the Commonwealth 
Fund, the Kress Foundation, and the New Jersey 
State Department of Health. The local general prac- 
titioners were consulted early and gave their approval 
to the over-all philosophy several years before any 
specialists were engaged. 

Objectives of Program.—The objective of the center, 
briefly stated, is to provide a broad spectrum of mod- 
ern medical services to a rural community at a level of 
quality equivalent to that practiced in the university 
medical centers. The distinguishing features of this 
program can only be enumerated here and are as fol- 
lows: (1) a rural medical center that would provide the 
widest range of health services—diagnostic, thera- 
peutic, preventive, and rehabilitational; (2) a staff that 
would make available to the patient the services of 
both family physicians and specialists working in a co- 
operative relationship; (3) an intimate association with 
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a university medical school so that teaching and rp. 
search could be combined with community service fo, 
the continuing education of the general practitione 
and the betterment of medical care; (4) a group of 
“geographical” full-time specialists who would confine 
their practice to the medical center and pool their §. 
nancial resources; and (5) a plan that would be ec. 
nomically feasible and supportable by local funds. 

The most crucial, professional aspect of the Hunter. 
don experiment is the acceptance as a central prin. 
ciple that the optimum care of patients in a rural are, 
can best be achieved by a cooperative effort betwee 
the general physician and the specialist. It is recog. 
nized that each has a unique contribution to make 
and that the betterment of medical care pivots on the 
existence of a satisfactory modus vivendi between 
these groups. 

Present Operation.—The staff at the present time 
consists of 15 full-time, salaried specialists and 35 
general practitioners, who are the family physicians 
of the community. Most of the general practitioner 
were in practice locally before the inception of the 
center. In addition, there is a part-time specialist staf 
consisting of 20 men in most of the medical and surgi. 
cal subspecialties. 

The full-time specialist staff consists of three in- 
ternists, two general surgeons, an orthopedic surgeon, 
pediatrician, gynecologist and obstetrician, otorhino- 
laryngologist, ophthalmologist, pathologist, psychia. 
trist, anesthesiologist, urologist, and radiologist. Each 
of these men serves as the director of his respective 
service, carries out a consultation practice in the diag. 
nostic center, and is charged by the board of trustees 
with the responsibility of maintaining university 
standards of medical care in his department. The 
members of the specialist staff do not practice outside 
the center, they see outpatients on referral from the 
general practitioner, and they do not make house call; 
except on his request. They are paid by fees received 
for their professional services and do not receive an\ 
support from nonprofessional sources such as income 
from the hospital for room and board. They pool their 
fees in a professional service fund from which each 
full-time member receives a salary that is dependent 
upon his professional rank and not on the type of 
specialty in which he is engaged. This fund cannot 
be used for nonprofessional purposes. 

Every general practitioner in good standing in the 
county medical society may become, and, indeed, has 
become, a member of the attending staff of the Hun- 
terdon Medical Center. The general practitioner is 2 
co-member with the specialist in all activities of the 
hospital. There is no general practice department 
because it is felt that the organizational philosophy 
is such that the prerogatives and privileges of the 
general practitioner can be served without such @ 
department. Indeed, he has an equal representation 
with the specialist in every aspect of the hospital’ 
function, administrative and clinical, so that he er 
joys a genuine sense of participation. 

The general practitioner has privileges on all the 
major clinical services as determined by the medical 
board, which is made up of both general practitione!s 
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and specialists in equal numbers. The general practi- 
sioner does not perform major surgery, but rather he 
concentrates on medicine, pediatrics, normal obstet- 
rics, and minor surgery. He may admit patients to any 
service, and, when he does, he is expected to carry 
out the traditional duties of the attending physician. 

Association with Other Institutions. —The Hunterdon 
Medical Center is a teaching hospital in every sense 
of the word, It is a member of the regional hospital 
plan of New York University—Bellevue Medical Cen- 
ter and a member of the university's administrative 
staff sits on the medical board. Each of the full-time 
specialists is a faculty member at New York University 
so that, in essence, there is available a local full-time 
teaching staff in the community hospital itself. Each 
full-time man spends one day a week in his respective 
department at New York University throughout the 
academic year carrying out a teaching responsibility, 
attending conferences, and keeping himself abreast 
of advances in his own field. The medical center has 
a house staff consisting of nine general practice and 
specialty residents and interns who are rotated from 
other affiliated hospitals of New York University. In 
addition, there are five to six senior medical students 
from three schoools—New York University College of 
Medicine, the University of Pennsylvania School of 
Medicine, and State University of New York College 
of Medicine. These students spend an elective period of 
from six weeks to three months at the center. Every pa- 
tient, regardless of economic classification or social 
status, is a teaching patient in the sense that he is exam- 
ined and studies are made on him by members of the 
house staff and that he may be presented at confer- 
ences, his management may be reviewed, and he him- 
self may be examined by the chief of the service. 


Routine on Various Services 


Most of the teaching is carried out informally, often 
individually, and in close proximity to the bedside. A 
clearer understanding of the manner in which this is 
accomplished and in which it can influence the care of 
the patient as well as fulfill a learning experience for 
the practitioner is best gained by a review of the rou- 
tine employed on the medical and pediatric services. 

On these services, as on all the major services, each 
patient is considered to be the joint responsibility of 
the director of the service and the attending physician. 
The types of patients may be divided generally into 
three broad categories, and the degree of supervision 
and guidance carried out by the chief of the service 
will depend upon the patient’s classification. Thus, 
about 50% of the patients have been hospitalized by 
the family doctor under his direct and immediate 
care. Most of these are treated for the usual illnesses 
that are well within the ability of the family physician 
to handle, with occasional guidance and supplemen- 
tation by the specialist. Another 25% are referred 
directly to the care of a specialist either by virtue of 
the distance of the physician from the hospital or by 
reason of the complexity of the problem. In these cases, 
the specialist assumes the full role of management of 
the patient. The general practitioner, nevertheless, will 
usually see these patients several times a week and 
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confer with the specialist about their management. On 
discharge the patient is returned to his referring physi- 
cian with a detailed summary of his hospital stay, to- 
gether with specific recommendations regarding 
diagnosis and future management. The last 25% of pa- 
tients consists of those cases in which the family phvysi- 
cian, although retaining the attending role, will need 
and request formal consultation by the specialist be- 
cause of a difficult diagnostic or therapeutic problem. 

The director of the service makes rounds every day 
with his house staff and reviews in detail the studies 
made by the house staff and the attending physician. 
He sees every patient regardless of who the attending 
physician may be, and, it necessary, he can take addi- 
tional history from the patient and examine him. He 
then confers routinely with the family physician con- 
cerned when the latter makes his own rounds. In this 
way, the director of the service is able to supervise 
closely the general work of the service and can es- 
tablish good standards of medical care with regard 
to diagnosis, management, and therapy. Each patient 
and his physician, in effect, have informal, routine 
consultations. When there are disagreements in man- 
agement or diagnosis, these are discussed with the 
attending physician and not with the patient. 

The general practitioner on his part is expected to 
see his patient, write admission and progress notes, 
communicate his orders to the house staff, and keep 
himself informed on the patient's progress. He carries 
the responsibility for admission and discharge and 
for communication with the family and patient re- 
garding diagnosis, treatment, and so forth. He bills the 
patient for his services in the usual manner. There is 
no charge by the specialist for his over-all supervision, 
but he does charge a fee in the usual manner for those 
patients directly under his care and for all formal 
consultations. 

Every effort is made to preserve the role of the 
family doctor as the attending physician. The special- 
ist staff firmly believes in the inviolability of this re- 
lationship. No major change in management is made 
by the house staff or the specialist without the prior 


_ knowledge and consent of the family physician. 


On the surgical service the general practitioner is 
responsible for the preoperative and postoperative 
care of his patient and the management of concurrent 
medical problems. He may assist in major operative 
procedures. The teaching emphasis is on surgical diag- 
nosis, the indications for operation, preoperative and 
postoperative complications, and minor surgical pro- 
cedures. 

Family physicians deliver 85% of the obstetric pa- 
tients in this institution. The obstetrician-gynecologist 
is responsible for the establishment of standards of 
obstetric care. He has a knowledge of all deliveries 
performed, keeps careful check of the number and 
kind of services performed, and is available for all 
obstetric emergencies and complicated cases. All the 
gynecologic surgery is performed by the full-time 
specialist. The teaching technique is similar to that on 
the medical and pediatric services, and the emphasis 
is on prenatal and postpartum care, office practice of 
gynecology, and the physiology of normal labor. 
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The same type of continuous informal consultation 
about individual problems is available with the radi- 
ologist, the pathologist, and, indeed, all the other 
specialists in the hospital not only on inpatients but 
on the care of patients in the physician’s own office. 
The specialist is always available, and some of the 
most fruitful teaching occurs on the telephone, in the 
hallway, or over a cup of coffee. 

The specialists maintain offices in the diagnostic 
center and see patients there on referral by the family 
physician. Twenty thousand such patients were seen 
last year. These patients are returned to their family 
physicians with a diagnosis and recommendations for 
therapy. Frequent telephone conversations, usually 
immediately after the examination of the patient in 
the diagnostic center, are followed by a formal con- 
sultation report. Each of these contacts with the gen- 
eral practitioner is actively used as an opportunity 
for teaching by all members of the specialist staff. 


Opportunities for Continuance of Education 


Informal Education.—It is apparent that the oppor- 
tunities for the continuance of medical education on 
the part of the practitioner when he is intimately in- 
tegrated in the framework of such an institution are 
many and excellent. Innumerable occasions are pre- 
sented for reviewing current medical knowledge and 
information in the light of the problem at hand. This 
is by far the most efficacious kind of teaching for the 
general practitioner. The discussion of electrolyte 
problems in acidosis, for example, by means of a lec- 
ture usually has little permanent meaning for the busy 
practitioner. A similar discussion, however, about a 
case of uremia with which he is concerned has greater 
pertinence and much more lasting value. With this 
kind of relationship, the general practitioners are 
often stimulated to increase their own knowledge so 
that they can make a better contribution to the next 
discussion and improve their own management of the 
same situation in the future. 

Another important teaching feature is the indoc- 
trination of the general physician with the concept of 
the hospital as a center for community health services. 
Thus, he has ample opportunity to have contact with 
the whole breadth of ancillary medical services that 
are now available and necessary for optimum medical 
care, such as the departments of social service, public 
health nursing, psychology, rehabilitation, occupa- 
tional therapy, and so on. Also, he is daily introduced 
to some of the preventive health services not ordinar- 
ily found in a rural hospital. For example, he is made 
familiar with the community educational activities 
carried on by members of the center staff, such as 
classes in weight control, parent education, and adult 
education and classes for diabetics. Multiple screening 
is carried on in the evenings and reports are sent to 
the general practitioner. All the community voluntary 
health agencies are housed in the center. A child 
guidance service is available to which the general 
practitioner is able to refer his patients for diagnosis 
and management, and, as always, his opinion is solic- 
ited as an important part of the management plan. A 
mental health unit is active under the direction of the 
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psychiatrist, and the preventive aspects of psychiaty 
are emphasized as well as the importance of emotion;| 
factors in every disease process. 

Further, there are many exemplifications of th 
modern need for group thinking about the solutio, 
of complicated medical problems. The practitione, 
becomes a member of many discussion groups ¢op. 
cerning joint planning of patient care and is called 
upon to make contributions by virtue of his knowledge 
of the patient as an individual and his familiarity 
with the patient’s environment. 

The general practitioner is exposed daily to the ip. 
quiring and stimulating minds of young house staf 
members and medical students. He is encouraged ty 
discuss his patients, and they are encouraged to ask 
him questions about diagnosis and management, 
Often, the general practitioner will join in making 
teaching rounds with the house staff and take part in 
the discussion of his own cases and those of other 
practitioners. 

On all services, particularly the services of medicine 
and pediatrics, the practitioners are constantly im. 
pressed with the basic science information necessary 
for the proper understanding of recent advances in 
clinical fields. In every teaching activity, particular) 
those conducted at the bedside, the opportunity js 
grasped for emphasizing this type of information as 
being essential in the rational practice of medicine 
today. Presentation of this material is made a natural 
part of every clinical conference. 

Formal Teaching.—We shall speak only briefly of 
the more formal teaching activities since they are not 
peculiar to this institution and are considered less 
important in the continuing education of the practi- 
tioner. A simp!e enumeration will suffice. Each major 
clinical service has a weekly conference planned 
around patients and the problems of current interest. 
Each Saturday clinical services rotate in presenting 
a correlative clinical conference, again using case 
material in the hospital, to the entire staff. General 
practitioners are often placed on the program and 
asked to discuss the care of their patients. Clinico- 
pathological conferences are held monthly. Didactic 
sessions in which there is emphasis on the pathophysi- 
ology and basic science substratum of disease entities 
are held once a week by the medical services. 

Many more instances of the formal and informal 
teaching activities of the Hunterdon Medical Center 
could be given. For example, the participation of the 
general practitioner in the monthly medical audit of 
his own cases and those of the specialist staff and his 
presence on important hospital committees are ex- 
cellent ways of acquainting him with the standards 
necessary for a good quality of medical care. It is 
virtually impossible for a general practitioner serving 
as a member of the record committee, pharmacy com- 
mittee, house staff committee, tissue committee, oF 
others not to be influenced in the management of his 
own cases. The necessity of objective, mutual, and 
constructive evaluation of the quality of medical care 
by one’s colleagues is thus emphasized and made at 
essential part of practice. 
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Comment 


It would certainly be imprudent for those of us 
jirectly involved in this experiment to regard it as 
completed and of proved value in postgraduate edu- 
cation. Our report is one of progress, and we can say 
that there is every indication that the method is cer- 
inly worthy of consideration as at least pointing to 
, solution of some of the problems of continuing 
education. While a more objective evaluation of the 
merits of the Hunterdon experiment would be best 
made after many more years have elapsed, we think 
that there are a number of indications at present 
showing that its basic postulates are valid. 

There has been an increasing usage of the inpatient 
and outpatient facilities by the general practitioner 
to the point that the need for expansion is pressing. 
Practically all the general practitioners and specialists 
associate on a first name basis, and social fraterniza- 
tion between both groups is a rule rather than an 
exception. Personal relations have not been strained 
by this cooperative arrangement. Most of the practi- 
tioners have accepted the idea of supervision and now 
voluntarily seek out the chief of the service on rounds 
to ask his opinion and recommendations regarding the 
care of the hospitalized patient. It is worthwhile to 
note that, in the four years of the operation of what 
would appear to be a finely balanced scheme of pro- 
fessional relationships, there has not been a single 
situation in which a difference of opinion was not re- 
solved by discussion between individuals. The medical 
board has not been called upon to arbitrate a single 
dispute. With very few exceptions, the patients have 
accepted examination by the house staff and super- 
vision by the chief of the service. They have not felt 
that their relationships with their own physicians 
were being disrupted thereby. Community support in 
annual drives has been excellent. 

It is generally felt by the full-time specialist that 
the informal method of teaching has resulted in an 
improvement in the care of patients in the hospital 
and in the general practitioner's office. Many of the 
general practitioners need progressively less direction 
and guidance in the care of the common medical, 
pediatric, and obstetric problems. The full-time spe- 
cialist staff has been well able to support itself on fees 
obtained through consultations and inpatient care. 

The process has not been a unidirectional one. The 
specialists, too, have been educated by the association 
and have broadened their own experiences by contact 
with the general practitioners. They have learned to 
lespect and appreciate the difficulties in his position 
and the magnitude of the demands upon his time and 
energies. They have had to continue their own edu- 
cational progress by their weekly visits at New York 
University, by the preparation of their own teaching 
assignments, by the interchange of ideas with special- 
sts in their own and other fields, by the conduct of 
research, and by the requirements of frequent consul- 
tations with practicing physicians in the solution of 
(lificult clinical problems. 

We have learned that the general physician has a 
definitive role in rural medicine, is desirous to im- 
prove the care of his patients, and is eager to be 
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taught as long as it is done in a patient, informal 
manner and without pretension. We cannot predict 
the effect of this plan on the ultimate content of gen- 
eral practice in this community, but we feel that its 
presence will serve as an effective antidote to the 
“Jack-of-all-trades” concept of general practice. In our 
training of residents for general practice, we empha- 
size the idea of the family physician, based firmly in 
internal medicine, pediatrics, psychiatry, and possibly 
normal obstetrics. It is men with this orientation who 
will probably provide the bulk of medical care in our 
area in the future, and the plan described should be 
equally effective in their continuing education. 

It would be misleading to imply that there have 
been no problems in this period of four years. To 
make this concept work smoothly has required a co- 
operative spirit on the part of specialists, general 
practitioners, administration, board of trustees, and 
community—all of whom have been willing to yield 
some of their traditional sovereignties to achieve the 
objectives of optimum patient care. It has been clearly 
demonstrated that the specialist staff would not be a 
threat to the economic status of the general practi- 
tioner. The possibility of undermining the professional 
status of the general practitioner was foreseen early, 
and this has been diplomatically avoided by the spe- 
cialist staff and by the practitioners themselves. 

A danger that has not materialized lies in the po- 
tentiality for such an arrangement to induce such a 
sense of security in the general practitioner that he 
will depend too heavily on house staff and specialist 
to carry out responsibilities that are properly his own. 


Summary 


We have described four years of experience at the 
Hunterdon Medical Center, Flemington, N. J., in an 
experiment in medical care and education that fea- 
tures the translation of the atmosphere and techniques 
of the university teaching hospital to a community 
rural medical center. The essence of this attempt lies 
in the fullest exploitation of the teaching potentialities 
of a community hospital by the integration rather than 
the isolation of the practitioner, by the effective 
establishment of a local full-time teaching faculty, 
and by emphasis in continuing, informal, individual- 
ized postgraduate education. 

We think that this program offers some approach 
to a solution of the dilemma of continuing education. 
It appears to be practicable and should be translatable 
to other communities, with certain modifications. This 
method like all others can provide only an opportunity 
and a stimulus. The ultimate hope lies in the orienta- 
tion of the physician as a perpetual student, deeply 
ingrained with an attitude of sustained scholarship. 
No community hospital program can substitute for 
this. It can only offer an atmosphere in which the 
ideals of scholarship can fluorish. 
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CHALLENGES PRESENTED BY AND THE IMPORTANCE OF POSTGRADUATE 
MEDICAL EDUCATION 


William A. Sodeman, M. D., Columbia, Mo. 


The very definition of postgraduate medical educa- 
tion adopted by the Council on Medical Education 
and Hospitals * establishes objectives. The Council re- 
port includes in postgraduate education “those educa- 
tional activities engaged in by persons possessing the 
degree of Doctor of Medicine which are primarily 
designed to keep them abreast of their own particular 
field in medicine.” These activities concern basic medi- 
cal education as well as new developments in the field. 
I shall discuss the importance of and challenges pre- 
sented by this area. 

Of importance little need be said. We are discussing 
the techniques and procedures that prevent decay in 
practice and that supply to the physician new ad- 
vances in medicine at the consumer's level and the 
means of supplying the fresh advances for patient 
benefits. To accomplish these ends the physician is, 
and should be, a lifelong student. Indeed, medical 
education is a continuing process from undergraduate 
to graduate and finally through postgraduate phases. 
The importance of education is obvious. 


Types of Programs 


True, the problems change in each of these areas, 
and the program for the postgraduate must be as clear- 
ly defined as are those for the undergraduate and grad- 
uate.” Here are the challenges! The field bristles with 
them. Vollan’s report* indicated that the physicians 
he surveyed gained their continuing education in five 
general ways—by reading the medical literature, by 
professional contacts, in hospital meetings, in medical 
society meetings, and through attending postgraduate 
courses. The first three of these ways accounted for 
90% of the time spent, the remaining two, 5% each. 

In undergraduate as well as graduate medical edu- 
cation, the student groups involved are fairly uniformly 
graded and the programs generally require full-time 
study. In the postgraduate field these features, which 
lead to a relatively easily planned program, do not 
exist. Each man’s problems, needs, opportunities, time, 
stimulus, background of experience, and training vary 
widely, Each man continues his education while in 
practice by the many means already mentioned. 

Reading the medical literature, contacting associ- 
ates, consultants, and representatives of pharmaceuti- 
cal companies, and attending hospital meetings are 
parts of routine activities in practice, are highly indi- 
vidual activities, and are conditioned by the motiva- 
tion and attitude of the physician. There is little that 
is compulsory, and each physician sets his own pace 
and seeks his own level. Much help and guidance are 
needed here. Experiments in the use of tapes, films, 
film strips, television, and correspondence courses to 
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¢ Many resources are now available to the physician 
who wishes to keep up to date. The extent to which 
he utilizes them varies; he may neglect them entirely, 
or select what he thinks most suitable, or join a 
group in which attendance at certain meetings or 
courses is required. There is evidence of a dearth 
of programs of postgraduate education specifically 
designed for general practitioners, and evidence 
that some of the programs given have left much to 
be desired. The field bristles with challenges. 


aid the physician in selecting and sorting out avail- 
able literature show great promise. Much remains to 
be done. Even the additional methods of postgraduate 
training, attendance at medical society meetings, and 
especially attendance at more formal postgraduate 
courses are not compulsory, and again the physician 
sets his own pace. The only group that has met the 
challenge of required training is the Academy of Gen- 
eral Practice, which demands attendance at approved 
meetings and courses as a requisite for continued 
membership. 

Coordination of activities must be systematically 
planned. In my own state of Missouri, for example, 
programs of county and district medical societies are 
planned in cooperation with the activities of the Acad- 
emy of General Practice to provide effective scope 
and coverage. Local hospital staff meetings and pro- 
grams should be correlated and interrelated so that 
each physician can, by choosing state and _ national 
meetings to attend, along with selected refresher 
courses, tailor an over-all program to fit his needs. 
Local guidance is important and is a vital need that 
remains unmet. Stimulating the physician to partici- 
pate actively in hospital and medical society meetings, 
by compulsion if necessary, is a tremendous challenge 
on the local front, where effective teaching talent is not 
always available. Planned self-instruction of groups in 
local and regional institutions, with some outside help 
and guidance, has not generally progressed beyond 
the level of casual and infrequent reports at staff meet- 
ings. When the physician-student actively participates 
and verbalizes, when he must visualize and organize, 
the learning process jumps in leaps and bounds. In the 
following papers from the Conference on Postgrad- 
uate Medical Education, programs and experiments 
in this field and a number of facets of this tremendous 
problem will be considered. These papers describe 
partial answers to the challenge of synthesis, organiza- 
tion, and integration of programs to round out and 
complete the needs of the practitioner. 


Need for Flexible Program 


In the recent study of general practice in North 
Carolina by Peterson and his associates,’ the number 
of formal postgraduate exercises attended did not 
correlate with the quality of practice observed. Acqui- 
sition of journals did vary directly with the qualitative 
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yssessment of the physician's practice. Some superior 
shysicians took very little formal postgraduate educa- 
on, and some of the poorest were very assiduous in 
this respect. What is wrong here? The analysis beyond 
the record of the hours devoted to such activities is 
not clear. Is it in the courses offered, in the reasons 
for attendance, in the men themselves, or in some 
other sphere? We all know too well some of the short- 
comings of many of the formal courses given. Ellis * 
has pointed out that the character of most instruction 
leaves much to be desired and that instruction is often 
carried out by techniques that were considered out- 
moded for medical students 50 years ago. Under- 
graduate and graduate programs have “captive” sub- 
ects. The student must learn mechanisms, items for 
which he might profess little interest and even direct 
antagonism, and aspects of health and disease that 
he dislikes, for he must qualify, pass examinations, or 
get official credit for licensure and certification; how- 
ever, this is not so with the postgraduate. He can skip 
what does not interest him, avoid the dull lecturer, 
walk out if unimpressed, and return only if, by his own 
evaluation and standards, he feels like doing so. 

Our most important challenge is to meet this 
heterogeneous, fluid, ever changing problem with a 
correlated, flexible, adaptable program that can be 
molded to fit the needs of the numerous groups con- 
cerned. We must understand the persons with whom 
we are dealing and give the individual what he needs 
and wants. Practicality does not permit us to go back 
to the choice of students entering medicine, to choose 
those who will be eager for continued study and who 
would strive to get it. That area is being diligently ex- 
plored. Even if we go back and make the attempt, we 
really do not know how to choose students in this 
respect. We must take the groups available and sell 
them the right product. We have no monopoly of the 
physician’s time as we have in the other fields of 
medical education. We must interest him, compete 
with indifference, and sell him a product he will buy 
and with which he will be so satisfied that he will re- 
turn for more. Selling soap or automobiles could be 
much easier! 

In respect to postgraduate education, there are 
three groups of physicians: those in one group go to 
any means for continued education, those in another 
shun any opportunities even when given them, and 
those in a third large group will take advantage of the 
opportunities if easily available or if put within rea- 
sonable reach. It is a great challenge to reach those 
needing the program. The Vollan report * stated that 
less than 5% of the hours of programs offered were 
specifically designed for general practitioners, who 
make up about half of the potential consumers of 
postgraduate education. Does this show that the chal- 
lenge is being met? 


Status of Postgraduate Programs 


The blueprinting of the over-all needs for the area 
and the working out of an integrated program would 
make it possible for physicians to organize their own 
schedules to include refresher education as a part of 
their regular programs.” To improve on didactic meth- 
ods, choice of other techniques of presentation, such 
sessions as group discussion, workshop exercises, case- 
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work, and panels, especially in the physician's own 
institutions and geographical area, require skillful 
planning for effectiveness. Personnel, time, and fi- 
nances of educational units are not adequate for con- 
tinued education of the physician. Inspection and 
approval of formal courses to insure adequacy do not 
exist. The challenge is far from met. The postgradu- 
ate program is a stepchild to the other programs that 
have attained, despite the sharp controversies con- 
cerning approach and content, a tremendously high 
plane. Postgraduate programs—the training programs 
designed to keep the physician’s knowledge adequate 
over the 30 to 40 years of his practice—still do not 
have their rightful place beside the other programs. 
What a challenge this is! 

I have already spoken of the skills and salesmanship 
necessary in the teaching of this critical and sensitive 
group. Physicians leave their practices, give up in- 
come, and deny services to their patients to attend 
the sessions set up for them. The sessions must be 
worthy of this sacrifice. Yet, in a large part, formal 
postgraduate education has not achieved a place in 
teaching institutions equal to the needs. Too often the 
programs are incorporated into the operation estab- 
lished for undergraduate or graduate programs and 
are looked upon by the institutions as an added bur- 
den. These inadequacies are reflected in the teachers. 
Indeed, interest shown by the teacher is often luke- 
warm, which reflects in student response. This is un- 
derstandable if teaching these courses is forced upon 
the instructor as an added job—an activity he does not 
want and that he does not consider an integral part 
of his work—and as a duty taking time he really wants 
for research and writing. He often does not understand 
his audience or indeed the problems his pupils face. 
Frequently he has never faced them himself. He may 
expound on techniques of pH determination or on the 
management of acid-base balance not available to 5% 
of those to whom he is talking and not understood by 
many more. He may describe details of operative pro- 
cedures and leave the group entirely baffled. Some- 
times he bypasses the real problem confronting him 
because of lack of success with the techniques used. 
I recall one such professor who abandoned the course 
in his field for general practitioners. These were the 
reasons, which, of course, he did not realize. Still, he 
was successful in use of the techniques of graduate 
medicine in refresher courses for specialists in his 
field, but he was not reaching the groups really need- 
ing the instruction. 

Many teachers are willing to take exercises, such as 
formal lectures to large groups, prestige appearances, 
presentations at society meetings when they are “the 
program,” or dissertations to groups from which po- 
tential referrals may come. Such exercises have their 
place, but, if this is the postgraduate program, it is but 
paying lip service to the problem. 

Please do not believe from the above remarks that 
I consider all to be chaos in this field. There are 
institutions dedicated to the problem where postgradu- 
ate education has taken its rightful place and there 
are teachers with enthusiasm and understanding both 
in these institutions and in those dedicated basically 
to undergraduate and graduate instruction, but these 
men are too few. We have the great challenge of find- 


: 
an 
ich 
ly, 
rth 
| 
i. 
to 
ail- 
ns to 
uate 
and 
luate 
ician 
nued 
cally 
aple, 
are 
cad- 
cope 
pro- 
that 
onal 
she & re 
eds 
that 
tici- 
ngs, 
nge 
not 
in 
nel 
ond 
eet- 
the 
rad- 
ous 
ribe 
1Za- 
and 
ber 
ul- 


368 POSTGRADUATE MEDICAL EDUCATION—SHEPHERD 


ing, training, and developing teachers skilled in meet- 
ing postgraduate groups, poised in handling the diffi- 
cult individuals and awkward situations in discussions, 
experienced in the problems outside medical centers, 
adept in choosing proper material for demonstrations, 
lectures, seminars, and panels, and interested and con- 
cerned about postgraduate education as an important 
and integral part of their daily responsibilities. 

Finance is a great challenge. Undergraduate pro- 
grams suffer from inadequate funds. The undergrad- 
uate pays one-third or less of the institutional cost 
of his education; someone else must pay the remain- 
der. Postgraduate education is still more complex. Trav- 
el is more costly. Groups are small and their programs 
intermittent. The doctor loses income at home when 
he is away. Can and should the postgraduate course 
pay its own way? If the answer is either yes or no, 
how is the challenge of finance to be met? 


Summary 


The importance of postgraduate programs is un- 
doubted. The field bristles with challenges. I have 
pointed up some of those that I consider of major 
importance. There are many others. Some of these 
problems rest upon the many facets of the program 
and the greatly varied needs and interests of the post- 
graduate student. In undergraduate and graduate 
programs, the scope is fairly well defined. This is not 
true in postgraduate education. It is a heterogeneous 
field. Regional needs vary, and planning and correla- 
tion are very important. How do we reach those with 
the greatest need? How do we improve self-education 
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on the home front? What of compulsory programs? 
How do we coordinate and synthesize a complete 
program when there are such varied needs, agencies. 
or areas of teaching? Some courses must be long, some 
short; some on simple techniques or problems; some 
on general fields, some in specific areas; some concep. 
trated, some intermittent; and some inside and some 
outside the institution. Where do we get worthy jn. 
terested teachers? How do we solve the problems of 
responsibilities and finances? What of standards, jp. 
spection, and approval of formal courses? All these 
problems combine with the need for sandwiching pro. 
grams into and making them part of the activities of 
practice. Much of this is responsible for the lag in the 
elevation of postgraduate education to its proper place 
alongside the other fields of medical education. To 
solve these problems is the great challenge. Postgrad- 
uate education must become “of age.” We must face 
up to the problems. 
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CURRENT ACTIVITIES IN POSTGRADUATE EDUCATION OF THE COUNCIL 
ON MEDICAL EDUCATION AND HOSPITALS 


Glen R. Shepherd, M.D., Chicago 


In order to best explore the problems in the field 
of postgraduate medical education and useful ap- 
proaches to their solution, the Council on Medical 
Education and Hospitals decided that it should have 
the advice of leaders in the profession having a di- 
versity of backgrounds in and viewpoints on practice 
and medical education. An ad hoc advisory committee 
on medical education was appointed a year ago. 

Postgraduate programs of hospitals and medical 
schools, sometimes in cooperation with medical socie- 
ties, involve groups of peonle and methods that have 
close analogies with undergraduate and graduate 
medical education. In fact, all three phases may, and 
often do, involve the same educators. As a conse- 
quence, in planning and talking about the continuing 
education of physicians, we are dealing with a part of 
medical education as a whole rather than with some 
unique and intangible kind of thing. It is true, as Dr. 
William A. Sodeman said (page 366), that the practic- 
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* An ad hoc advisory committee was appointed a 
year ago for study of useful approaches for im- 
proving the quality of postgraduate courses and 
other educational programs for physicians. The initial 
recommendations of the Committee to the Council on 
Medical Education and Hospitals is publication of a 
statement of objectives and basic principles. These 
include emphasis on use of clinical facilities, more 
effective educational methods, and the need for ap- 
praisal of courses, each of which is briefly discussed 
in this paper. 


ing physican-students are more mature and present 
other differences because of their practices and family 
responsibilities. Even so, it would seem that the vitally 
effective elements of undergraduate and graduate 
medical education might well apply to the postgradu- 
ate aspect. 

Need of Reappraisal 


This kind of thinking has not characterized some 
of the programs labeled as educational for physicians. 
Because of lack of considered objectives, lack of co- 
ordination with the parent body of medical education, 
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and. generally, lack of applying the lessons already so 
paint ully learned in the other phases of medical edu- 
cation, the postgraduate part has grown like Topsy, 
with the inevitable and confusing results of jerry- 
building. As Dr. Osler Peterson and colleagues’ con- 
cluded in their recently published analytical study 
of general practice in North Carolina, “The nebulous 
influence of postgraduate study on the physician’s per- 
formance suggests that a reappraisal of the methods 
employed in postgraduate courses is overdue.” * 
Peterson and colleagues are too kind in using the 
word “reappraisal.” Too often there was never an 
initial “appraisal” of the methods. Considering that 
their study was limited to a relatively small number 
of physicians in a single state and that it lumped to- 
gether all kinds of medical meetings with postgrad- 
uate courses, we can use his conclusion as being more 
a straw in the wind than a definitive indictment. How- 
ever, scrutiny of the methods employed was a part of 
the Vollan survey® as well as of the deliberations of 
the Advisory Committee on Postgraduate Medical 
Education of the Council on Medical Education and 
Hospitals. In particular, the Committee felt the reser- 
vation so well expressed by Dr. Samuel Johnson when 
he said, “People have got a strange opinion that 
everything should be taught by lectures.” * One might 
say, though, as Dr. David Sinclair, the British edu- 
cator, observed, “The visiting expert is in the Ameri- 
can tradition and so is the capacity to sit and be 
edified by a variety of long-winded discourses.” ° 


Location of Postgraduate Education Programs 


During the initial deliberations of the Advisory 
Committee, it was acknowledged that this field in- 
volves as sponsors medical schools, hospitals, and 
medical societies. It also became clear that adequate 
medical education requires clinical facilities with 
patients, laboratories, libraries, conference rooms, and 
audiovisual materials—in short, the usual facilities of 
a medical school or a teaching hospital. Therefore, it 
seemed reasonable for the Committee to recommend 
that hospitals and medical schools should be the loca- 
tion of postgraduate educational programs. This would 
mean that medical societies could function best in 
this field by working cooperatively with hospitals 
and medical schools in the area, with these institutions 
serving as the locations of any primarily educational 
programs—that is, in fact, the way the American Col- 
lege of Physicians functions in its courses each year 
throughout the United States. 

In this regard, the present interest of medical 
schools is of importance. Last summer, as part of the 
annual query by the Council of medical schools in 
the United States for information needed to prepare 
the Annual Report on Medical Education, a special 
questionnaire on the postgraduate phase was sent to 
the dean of each school. In response to a question 
about the sense of responsibility that the school felt 
regarding the continuing education of physicians, 72 
medical school faculties expressed in various ways 
some sense of responsibility. Of these, 40 schools’ 
questionnaires contained a statement that indicated 
that postgraduate medical education was one of the 
major educational activities of the school, along with 
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the fulfilling of the responsibilities for undergraduate 
and graduate medical education. ° Dr. James W. Col- 
bert Jr., chairman of the committee on continuation 
education of the Association of American Medical 
Colleges, in his report for the committee to the 67th 
annual meeting of the association last November, said 
in part, “The continued education of the physician is 
best assured by the establishment of an intellectual 
and educational environment supporting the respon- 
sibility of patient care. Such an environment will cer- 
tainly require academic leadership and thus the role 
of the medical school will probably become greater 
rather than less.” 


Statement of Objectives and Principles 


It also became apparent to the Advisory Committee 
that a statement of the objectives and basic principles 
of postgraduate programs needed to be prepared as 
a first step in evolving a plan of action. It seemed 
impossible to make sensible recommendations to the 
Council of ways it could be of maximum assistance 
in this field unless the purposes or objectives of this 
field were more clearly defined. Assuming the correc- 
ness of the hypothesis that this field is a part of med- 
ical education and can benefit by applying what has 
been learned in developing undergraduate and grad- 
uate programs, the Committee thought that this ex- 
perience could be distilled into a number of general 
principles as a guide for those responsible for post- 
graduate medical education. Such a document has 
been developed. 

The first recommendation that the Advisory Com- 
mittee made to the Council was that a brochure con- 
taining the objectives and basic principles of pro- 
grams of postgraduate medical education be prepared 
and submitted to the Council for publication and 
general distribution. Its purpose would be to provide 
a basically sound approach, based on the common 
denominators of medical education, that could be ap- 
plied to the various formats and types of postgraduate 
programs for their improvement. The Council on 
Medical Education and Hospitals approved the docu- 
ment for submission to the House of Delegates of the 
American Medical Association in June, 1957. The in- 
terested groups that Dr. Victor Johnson mentioned— 
including the Association of American Medical Col- 
leges, the American Hospital Association, the Amer- 
ican Academy of General Practice, the American Col- 
lege of Surgeons, the American College of Physicians, 
the Advisory Board of Medical Specialties—are being 
consulted in this first step, as they will be in later 
steps, in the Council’s course of action, because only 
by going forward cooperatively and with generally 
agreed upon approaches can the challenges in this 
field be met. 

If you will bear in mind that the guide has not yet 
been approved by the House of Delegates and so 
cannot be taken as an official statement of the Amer- 
ican Medical Association, I would like to go over with 
you the present draft of the statement of objectives 
and basic principles. Please assume that, after each 
principle, from a paragraph to more than a page of 
explanatory material appears, which indicates in a 
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general way how the principle could be applied by 
hospitals, medical schools, and medical societies in 
their programs. 

Parenthetically, please note that the word “pro- 
gram” has been used throughout the guide to denote 
not only a formal postgraduate course or series of 
courses but the educational activities sponsored by 
community hospitals, often in cooperation with med- 
ical schools. A basic document such as this should 
be flexible enough to apply to any primarily educa- 
. tional program planned by groups of physicians, in- 

‘ cluding supplementary and experimental programs 
with use of television and audiovisual aids. The pro- 
grams to which this statement is not intended to apply 

are medical society business and social meetings and 

i conventions, because they cannot be considered pri- 

marily educational programs. 

The guide in its present draft gives the following 
objectives of postgraduate medical education: 


The ultimate aim of postgraduate medical education is to 
make it possible for each physician to use in his practice the 
modern medical knowledge that continuously becomes available. 
Adequate professional growth ensues through the participation 
of each physician in suitable programs of continuing education 

| in addition to his own experience and reading. 

pas Postgraduate educational programs should as a result of cur- 
rent advances in the basic science and clinical fields favorably 
augment and modify an adequate initial education. These pro- 
grams should make possible the acquisition of such new skills in 
the field of original competence as scientific advances require. 
Furthermore, they should strengthen the habits of critical in- 
quiry and balanced judgment that denote the truly professional 
and scientific man. 


If the following basic principles seem simple, do 
not be surprised. Truly basic principles usually are 
simple. There is no attempt to mystify—rather the 
idea is to guide by pointing out the broad essentials. 
The essentials as given in the guide are as follows: 


1. There should be administration of the postgraduate pro- 
gram by a responsible person having the respect and support of 
the professional staff of the organization or institution, an 
administration having as its goal an educational program in 

7 the highest interest of the medical profession, as epitomized 
in the objectives previously stated. There should be continuity 
of administration, evidence of careful advance planning of the 
program, and a suitable voice by the teaching staff in the post- 
5 graduate program. 

2. The budget should be adequate to the educational pro- 
gram undertaken and to its continuing improvement. 

3. The teaching staff should consist of physicians and their 
associates of proven ability, training, and experience with an 
interest in and dedication to the development of carefully 
planned educational programs in the best current intellectual 
and professional interest of the participating physicians. 


I would like to quote a few points from the explana- 
tory material pertaining to this principle: 


There should be an adequate number of instructors for each 
program to permit the use of the more effective participative 
methods of education. In the other phases of medical education 
and in other fields of education, the number of students per 
teacher becomes much smaller as education becomes more ad- 
vanced. This would seem to have significant implications in 
postgraduate medical education. 

Instructors participating in any course or other educational 
program should be capable of providing explanation of the basic 
science mechanisms of health and disease and their clinical ap- 
plications in the prevention, diagnosis, and treatment of disease. 
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The essence of professional knowledge, as compared to purely 
vocational, is understanding of the basic science to provide a 
“know-why” as well as a “know-how” of the practice of 
medicine. 

The resident staff of a hospital and particularly of a com- 
munity hospital may form a valuable part of the teaching 
personnel of a postgraduate program. 


To return to the principles: 


4. The curriculum of any postgraduate medical education 
program should be the result of thoughtful planning well in 
advance of the date scheduled for the beginning of the program. 


With reference to the words “thoughtful planning,” 
the explanatory material adds in part, 


Thoughtful planning also means that the content of coutses 
and of other programs should be based upon the demonstrated 
needs and wishes of the physicians of the region, as well as 
upon advances in medicine. The means of ascertaining the needs 
and wishes of physicians will vary. Of great assistance is a close 
and cordial liaison among medical societies, medical schools, 
and hospitals of the region. 


The explanatory material on curriculum also states: 


Attention to the newer knowledge of the basic mechanisms of 
disease and of treatment should be a part of postgraduate pro- 
grams along with the more immediately applicable information. 


5. There should be available facilities that encourage partici- 
pative methods of education. Though lectures by professionally 
well qualified speakers are a means whereby physicians obtain 
information, it is felt that such a method of education cannot 
alone provide an adequate postgraduate program in the context 
of modern education. The facilities mentioned above should 
include the availability when appropriate to the content of the 
program of patients and their case records and other necessary 
records; such as roentgenograms, electrocardiograms, surgical 
pathology tissues and/or reports; laboratories, library, confer- 
ence rooms, classrooms, and audiovisual aids—all adequate for 
and suitable to the specific program. 


This principle simply elaborates the conclusion of 
the Committee that I mentioned earlier, that hospitals 
and medical schools are the proper places for medical 
education, including the education of the physician in 
practice. The word “alone” with reference to lectures 
indicates that they have a place but cannot carry the 
whole burden of education. The explanatory material 
states: 


A hotel ballroom or a lecture hall used alone and isolated 
from a hospital or medical center does not provide those essen- 
tial facilities needed in modern medical education, whether it 
be for students working toward the M.D. degree or for phy- 
sicians in practice enrolled in a course or participating in other 
primarily educational programs. 


The principles continue as follows: 


6. The educational methods should include more than a series 
of lectures or panel discussions in which the physicians are 
primarily passive recipients. Methods requiring active participa- 
tion include live clinics and ward rounds, seminars, open ques- 
tion periods, laboratory work, and study of patients under 
supervision. 


Regarding principle 6, I will say only that it is tol- 
lowed by the longest explanation because the Advisory 
Committee felt this to be a major problem area. 


7. Methods of evaluating the effectiveness of postgraduate 
programs should be developed. 
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A very brief paragraph of explanatory material en- 
couraging experimentation in ways of better accom- 
plishing such evaluation and suggesting the educa- 
tional and evaluative implications of medical audits 
follows principle 7. 

8. Each physician’s reward for participation in postgraduate 
medical education always should be his improved ability to care 


for his patients and the stimulation of his own spirit of in- 
tellectual adventure. 


There is a short paragraph of explanation under 
this final principle that I would like to quote: 


Any certificate granted at the completion of a postgraduate 
program or series of programs should not be or resemble a 
diploma attesting to special skill or be reasonably susceptible 
of such interpretation. Postgraduate medical education is not 
intended to provide an educational experience adequate for 
beginning the practice of a specialty or subspecialty. That is the 
concern of graduate medical education, that is, residency and 
fellowship training. Therefore, it would be inappropriate for any 
document attesting to postgraduate study to be subject to mis- 
interpretation. 


These are the principles, but by no means has the 
complete text of the document been given. This gen- 
eral guide is the first step in the course of action 
recommended by the Advisory Committee to the 
Council and endorsed by the Council. It is quite pos- 
sible that more specific guides may be developed based 
on experience with the basic guide and on the wishes 
of the profession. 


Appraisal of Postgraduate Courses 


The second recommendation by the Advisory Com- 
mittee was that the Council give consideration to ap- 
praisal of postgraduate courses and apply the results 
of such appraisal to the preparation of the annual list 
of courses published in THe JourRNAL of the American 
Medical Association. This would be consistent with the 
Council’s policies in listing medical schools, intern- 
ships, and residencies—policies that have been pro- 
ductive of real educational advances. 

Such an appraisal would also seem desirable in it- 
self to indicate those courses that are educationally 
worthy of the physician’s time and money. It has been 
shown that courses of high quality stimulate phy- 
sicians to seek such education, while a poor course is 
most discouraging to a physician’s further participa- 
tion and furnishes justifiable cause for his disappoint- 
ment at the organization, quality, content, or method- 
ology. 

A further reason for advocating a continuing ap- 
praisal of postgraduate courses would be that such a 
plan would almost surely attract thoughtful attention 
to the basic guide as well as provide an additional 
incentive for the sponsors of programs to improve 
their offerings. The present annual list of unappraised 
courses and miscellany actually may be injuring the 
chances of raising educational standards in this field 
by giving tacit approval to some unworthy activities. 
Methods of appraising courses and other postgraduate 
medical educational programs are under active study 
by the Advisory Committee and by the Council itself, 
and the advice of the interested groups already men- 
tioned will be sought. 
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Means of Increasing Participation in Postgraduate 
Education 


A third step recommended to the Council by the 
Advisory Committee poses perhaps the most thorny 
problem of all. It is the recommendation that suitable 
means be developed for increasing the number of 
physicians who regularly participate in programs for 
their continuing education. 

I suppose that, in an ideal culture, no outside 
stimulus, incentive, or recognition would be required 
because each physician would eagerly seek out, at 
any personal sacrifice, every available means of con- 
tinuing his education solely because of an inner urge 
and an intellectual dissatisfaction with the status quo 
of his knowledge and skill. I do not expect this mil- 
lenium to occur overnight. I do hope that a wider 
recognition of the important relationship of postgrad- 
uate medical education to the quality of medical care, 
coupled with an increased educational stature of the 
available programs, will attract many more physicians. 
However, the emphasis should be on quality. To date 
there has been too much attention given to quantity 
alone—to the number of physicians attending and 
the number of courses—and far too little attention 
given by many persons to the educational quality of 
the programs. While the availability of a sufficient 
quantity of meritorious educational opportunities is 
the ultimate goal, it would seem that attention to the 
quality of each program would best insure our reach- 
ing that goal. 

It is probable that inculcating habits of scientific 
thought in medical students today will cause them to 
use their educational opportunities tomorrow and 
throughout their careers so that their knowledge will 
continue to be current. As Sir Henry Cohen, professor 
of medicine at the University of Liverpool, said at the 
first World Conference on Medical Education, “Above 
all, since medical knowledge is ever expanding, the 
undergraduate medical curriculum must favour the 
acquisition of enduring habits of work and thought 
and enthusiasm for study, so that the doctor shall re- 
main a student throughout his professional life.”* It 
seems to me that the future of postgraduate medical 
education lies with and should be planned to interest 
those physicians now recently out of their graduate 
medical education so that their competence in prac- 
tice will continue at a high level as judged by the 
then current knowledge and skills. 

This matter of finding means of stimulating partici- 
pation by more physicians in postgraduate educational 
programs year after year will come under more active 
study by the Advisory Committee of the Council in 
consultation with other interested groups. However, 
the necessary preceding step would seem to be the 
giving of attention to the quality of the postgraduate 
medical education available. A general improvement 
in quality could, in itself, provide sufficient incentive, 
especially to the physicians who have graduated more 
recently. 


Collection and Dissemination of Information 


A fourth step recommended by the Advisory Com- 
mittee is that the Council on Medical Education and 
Hospitals act as a central point nationally for the col- 
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lection and dissemination of information in this field. 
The Council has been increasingly active in this ca- 
pacity in the past few years. 

This symposium, Postgraduate Medical Education, 
is directly related to this function of the Council of 
acting as a “clearing house.” In the past, attention has 
been largely on formal courses and comparatively 
little on other approaches to the continuing education 
of physicians. The papers of this symposium will con- 
centrate on hospital activities in non-course education 
for practicing physicians. 

One is often hard put to clearly delineate where, 
in such programs, the graduate medical education of 
interns and residents merges with the postgraduate 
medical education of the visiting staff. Every time I 
try to teach, I learn more than I teach, and this is 
also the usual experience of others. Certainly, when 
the visiting staff of a hospital is thoroughly involved 
in a well-planned and effective graduate educational 
program, the practicing physicians learn along with 
the residents. It is a participative and highly moti- 
vated situation for each, not a passively didactic one. 
It is truly continuous—not episodic. While I do not 
suggest that such hospital programs can replace formal 
postgraduate courses, it seems apparent that the hospi- 
tal non-course programs have a much larger educa- 
tional potential than has been realized except in a few 
places. In order to examine some of the possibilities 
and especially to pique interest in thinking of iocally 
applicable variations, papers on four different ex- 
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amples of such programs were included in the sym- 
posium and appear in this issue of THE JouRNAL: Dr. 
Delp and co-workers on the University of Kansas 
program (this page), Dr. Wilkinson on the New York 
University plan (page 381), and Dr. Towsley on the 
University: of Michigan plan (page 377), and Dr. 
Pellegrino describing the educational significance of 
the Hunterdon Medical Center. 
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With the exception of the years 1922 and 1926, the 
University of Kansas has offered some type of post- 
graduate instruction in medicine almost continuously 
for the past 45 years. Such instruction began in June, 
1911, with a cooperative venture between the Uni- 
versity of Kansas School of Medicine and the Kansas 
State Board of Health in arranging and presenting, on 
the Lawrence campus, the first annual five-day summer 
school for health officers and physicians. After the 
first three years, these courses were transferred to 
the school of medicine at Kansas City and were ex- 
panded to two full weeks annually. 

In 1927, the university extension division and the 
school of medicine offered their first courses on the 
circuit plan, using six centers in the state of Kansas 
for the original trial. In 1928, five short courses were 
added to the activities and became permanent fea- 


Professor of Medicine and Chairman of Department of Post- 
graduate Medical Education (Dr. Delp), Associate Professor of 
Medicine and Pharmacology (Dr. Rising), and Executive Direc- 
tor of Postgraduate Medical Education (Mr. Nelligan), Univer- 
sity of Kansas School of Medicine. 


Read before the 53rd Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


* Experience with postgraduate instruction in medi- 
cine has been continuous in Kansas since 1911, when 
the University of Kansas School of Medicine and the 
Kansas State Board of Health cooperated to arrange 
the first annual five-day summer school for health 
officers and physicians. The idea has evolved into the 
present program of postgraduate medical education, 
in which the university supplies administration, curric- 
ulum, faculty, facilities, budget, educational meth- 
ods, and evaluative procedure with the advice and 
cooperation of several other organizations, especially 
a committee for postgraduate study appointed by the 
Kansas Medical Society. The program has been am- 
plified to include work for specialists as well as gen- 
eralists and for several professions allied to medi- 
cine. The use of participative methods of education, 
rather than lectures alone, is characteristic and vital- 
ly important. The enlisting of basic science instructors 
along with clinical instructors in the teaching teams 
is beneficial to both groups. The program is assured 
of acceptance if a mutually profitable relationship 
with the student body exists, and this can be insured 
only by continuing critical self-appraisal. 
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tures. In 1942, the president of the Kansas Medical 
Society requested the cooperation of the University 


of Kansas and the Kansas State Board of Health in 


roviding intensive circuit-type courses for physicians 
of the state. Representatives of the three organizations 
were assembled as a joint advisory committee for the 
first planning session early in 1943. This union of 
energies has been continued to the present time. 

The creation of the department of postgraduate 
medical education of the school of medicine, in 1945, 
served to stimulate expansion of all postgraduate 
activities. This step represented the attainment of a 
degree of maturity in the administrative structure, 
permitting organized planning, unified administration, 
and development of policy based upon sound prin- 
ciples in medical education. Although chief respon- 
sibility for the entire program rests immediately upon 
the university and the medical school, the state med- 
ical society still retains co-sponsorship through its 
committee for postgraduate medical study. The whole 
program of postgraduate medical education in Kansas 
is an integral part of the Kansas plan for rural medical 
care, formulated in 1948. 

This is the historical background of one program of 
postgraduate medical education, which may be con- 
sidered a prototype of programs involving a medical 
school and a state medical society. The barest funda- 
mentals in any educational project, however, are a 
student, a teacher, and a curriculum; therefore, post- 
graduate medical education may be, and is, carried 
on in a successful manner using other methods. 

Organization 

The topmost administrative body of the University 
of Kansas is its board of regents, to whom the chancel- 
lor is directly responsible. He and the deans of the 
various schools formulate policy in an administrative 
pattern common to most state universities. The dean 
of the medical school, with the aid of his faculty, 
guides activities and controls policy within the school. 
Postgraduate medical education is designated as a 
distinct function of a separate department within the 
medical school. As such, it has its own responsibilities, 
prerogatives, and the usual amount of autonomy. 
Department administration is carried on by a chairman 
and an executive director. 

The Kansas Medical Society has an administrative 
structure similar to other such state organizations. 
It has a committee for postgraduate study. Working 
directly with the medical school is a joint advisory 
committee composed of the representatives of the 
committee for postgraduate study of the medical 
society, the chairman of the committee on medical 
schools, the chairman and one member of the com- 
mittee on rural health, one official from the Kansas 
State Board of Health, one official from the Kansas 
Academy of General Practice, and additional selected 
persons. These interested persons join with the chair- 
man of the department of postgraduate medical edu- 
cation and the dean of the school of medicine as an 
actual working and policy-making group. The term 
“working” is used advisedly, because this group an- 
nually spends from 8 to 10 hours in session, discussing 
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the past year's activities and problems facing the de- 
partment and actually building in outline the content 
and format of programs for the ensuing year. 

It might seem that the organizational structure 
is too bulky and loosely bound for good administra- 
tion, but experience has proved this to be not so. The 
program administration, in the last analysis, falls 
directly and properly upon the medical school. The 
medical school also supplies the other essentials: 
curriculum, faculty, facilities, budget, educational 
methods, and evaluation to the enterprise. 


Objectives and Purposes 


The objectives of this program, as outlined in our 
last annual report, are—as might be expected—similar 
in general terms to all other such programs. Medicine 
has become so complex that it is obviously not possi- 
ble to provide a completely detailed and sustaining 
knowledge concerning every medical and related dis- 
cipline during a four-year period of study. Conse- 
quently, four years of undergraduate medical study, 
internship, and even residency supply merely the 
foundation for a lifelong study of medicine. Con- 
tinuation of study aimed at the physician’s acquiring 
new knowledge and skills, renewing former ones, and 
preserving and increasing professional competence 
constitutes postgraduate medical education. Providing 
the environment and atmosphere for accomplishing 
this is the objective of the Kansas program. 

Formerly designed for and directed at the generalists 
in our region, the program is now geared to the needs 
of every physician, regardless of his interest or field 
of specialization. Preservation of competence, renewal 
of former skills, and acquisition of new knowledge is a 
need of all physicians, not of one group alone. The 
prime responsibility of the Kansas program is to the 
physician of Kansas, but, feeling a regional respon- 
sibility and encouraged by a regional response, the 
department no longer regards the state boundaries as 
valid limitations to its activities. 

No longer are all programs prepared exclusively for 
physicians. We now recognize the need for providing 
continuation education for ancillary medical person- 
nel, such as nurses, technicians, physical therapists, 
and others. More recently, we have assumed the re- 
sponsibility for a fourth phase of medical education, 
namely, that of health education for the lay public. 
The real aim of all medical education should be im- 
proving the health of our people. Increasing the skills 
of all those engaged in medical care and increasing 
the understanding regarding health matters for those 
receiving the medical care are, therefore, prime ob- 
jectives. This final statement also indicates quite clearly 
our potential student body. 


Scope and Structure of Present Program 


An immediate view of this program can be gained 
by examination of the course offerings and the en- 
rollment. A characteristic of all the courses (see table ) 
is the use of participative methods of education in 
courses other than rounds, clinicopathological con- 
ferences, laboratory work, seminars, or live clinics 
rather than use of lectures alone. 


: 
r. 
of 
C- | 
a 
ts 
S, 
S, 
| 
ity 
Bike 
4 
| 


374 UNIVERSITY OF KANSAS PROGRAM—DELP ET AL. 


A total of 3,760 persons were enrolled in the post- 
graduate program from July 1, 1955, through June 30, 
1956, with 2,319 physicians included in the total. 
The number of physicians enrolled in symposiums 
was 1,417; in intermittent courses, 546; in correspond- 
ence courses, 299; in courses in advanced, clinical, 
and investigative techniques, 53; and in clinical trainee- 
ships, 4. Total enrollment of persons engaged in allied 
and ancillary fields was 1,441 during the same period. 
There were 6 doctors of philosophy enrolled, 52 doc- 
tors of dental science, 199 medical technicians, 692 
registered nurses, and 492 lay persons. 


Local Attitudes Toward Postgraduate Education 


During the past 10 years, the Kansas program of 
postgraduate education has matured, becoming an 
effective and quite extensive enterprise in continua- 
tion education. This situation, however, came about 
after almost 40 years of effort. The step in the pro- 
gram’s development that has been the most recent and 


Courses in Postgraduate Medicine Offered by 
the University of Kansas School of Medicine, 1956-1957 


For the Medieal Profession 

Symposiums (short courses) Intermittent courses 
Obstetries yeneral practice 
Internal medicine Surgery—operative clinies 
Pulmonary disease clinic Kansas cireuit course 
Gastroenterology 
Surgery 
Radiology and radioactive isotopes Correspondence courses 


The heart: eardiae arrhythmias Interpretation of electrocardio- 
grams—courses 1 and 2 


Neurology 

Symposium on pain 

Pediatries 

Electrocardiography Special skills courses 
Hematology Radiological physics 


Histochemistry 


Clinical use of radioactive 
isotopes 


Ophthalmology and 
otolaryngology 


Anesthesiology 
Cardiac auscultation 
Symposium on leptospirosis 


For Allied Professions 
Operating room nurses institute Nursing and nursing edueation 
School health conference Hearing and speech conference 


Medical technology Anesthesiology for the dental 
profession 


Institute for Vocational Rehabilitation of Mentally I 


that has given it the greatest stability was the creation 
of the department of postgraduate medical education 
within the medical school. This provided the needed 
administrative structure. Of equal importance and 
coming earlier in the development of this program 
was the cooperation with the potential student body 
represented in the state medical society. These two 
features would not have been sufficient to establish 
the program without the wholehearted acceptance by 
the dean of the medical school and the university 
administration of postgraduate education as a part of 
the responsibility of a medical school. This acceptance 
was outlined very clearly by the administration in 
1948 as a part of the Kansas plan for rural medical 
care. 

The public: voicing of this responsibility of the 
medical school, which was expressed in such a man- 
ner as to impress every faculty member, met with 
the spontaneous approval of the Kansas Medical So- 
ciety. It was an important step in renewing a desirable 
relationship with the practicing physicians within the 
state. 
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There has evolved in Kansas a working relationship 
between the state medical society and the Melick 
school of the state university that has made possible 
an increasingly mature and extensive program of med- 
ical education. At no time in this relationship between 
the society and the medical school has there been 
conflict or friction that in any way impaired the prerog- 
atives or fundamental policy of the school. The Kansas 
Medical Society with the postgraduate study commit- 
tee has functioned as a helpful advisory committee 
and has at no time attempted to dictate policy. Such 
a pleasant relationship is in part the result of the 
medical school’s approval of the over-all program and 
of the real acceptance by the society of this program 
as “their program,” primarily designed for them with 
their help and for which they have a paternal attitude. 

The faculty of the school of medicine has, by years 
of close association with the postgraduate program, be- 
come more sympathetic toward the additional burden 
of this phase of teaching. When the faculty was 
smaller, resistance did exist, but it was lessened by 
the wholehearted acceptance by the dean and the 
university administration of postgraduate education as 
a part of the school’s responsibility. The structuring 
of a new department of postgraduate medical educa- 
tion with a departmental chairman, an executive direc- 
tor, and adequate personnel to do much of the routine 
work added a new dignity to the local program and 
administrative sanction to its permanence. All of this 
served to diminish the objections of the overworked 
undergraduate teacher who had not originally thought 
that such activities would be included in his duties. 
This was particularly true of the basic science in- 
structors. Coloring the reluctance of this group was 
their inherent fear of disapproval when they appeared 
before clinicians. The gradual fortification of the fac- 
ulty with additional members and the inclusion in 
their initial interviews of an outline of responsibility 
to postgraduate education has overcome this problem. 
At present, there is not a single member of any de- 
partment of the medical school who does not willingly 
and frequently help with this form of teaching. One 
basic science teacher has, on several occasions, stated 
that he has never had previously such an excellent 
opportunity to assay the results of his undergraduate 
teaching. 

The constant participation of basic science teachers 
along with clinical teachers in teaching teams, both 
in the circuit program and in short courses, has done 
much to eliminate the schism between basic scientists 
and practicing physicians. It has vastly improved the 
morale of the basic science teachers by fostering a 
closer relationship with men who use their discoveries 
in daily practice. This team association has also done 
much to improve the level of teaching by the clinician, 
who all too often is quite offhand in interpreting 
disturbed physiology and other basic phenomena if 
there be no one around to check this enthusiasm. 

The liberal use of “guest” faculty members for par- 
ticipation in all short courses lessens the burden on our 
own faculty, but the local faculty assumes full re- 
sponsibility for the circuit programs as well as for 
the clinical traineeships. For the short courses, they 
assist with ward rounds, conferences, and panel dis- 
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cussions, participating only occasionally in didactic 
presentations. Distinguished guest faculty members 
have always been used in this program as a means 
of supplementing our own staff and of increasing 
program appeal and effectiveness. There is no question 
about the soundness and popularity of the practice 
among both our faculty and the enrollees. 


Self-analysis and Evaluation 


The ultimate aim of postgraduate education today 
is the fostering of the best quality of medical care by 
each practicing physician. It, therefore, behooves an 
alert administrator in this field to appraise or inquire 
into the character and type of practice in the region 
served. He should learn of the needs and desires of his 
potential student body concerning program content, 
format, instructional staff, favorable dates for courses, 
and appropriate fees. 

One can immediately appreciate the need for per- 
petual self-analysis and evaluation as elements in the 
continuation of successful operation of a program of 
postgraduate medical education. No medical admin- 
istrator should be satisfied with organizing such a 
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Fig. 1.—Graph showing summary of enrollment from 1946 
through 1955 at University of Kansas School of Medicine. The 
enrollment of physicians (circles) is compared to the total en- 
rollment (squares ). 


venture and then sitting back complacently to let it 
operate year after year without continuing study, ap- 
praisal, evaluation, and improvement. 

The department has sought such information from 
its student body in several ways: 1. Questionnaires are 
sent out by the medical society to individual practicing 
physicians inquiring about their own types of practice 
as well as about many of the common questions con- 
fronting a producer of postgraduate courses. 2. Reg- 
istration data (fig. 1) are secured on each enrollee 
and tabulated annually, including city and state of 
practice, field of practice (fig. 2), medical school, 
vear of graduation, and distance traveled to attend 
program. This tabulation is subjected to continuous 
analysis. 3. An individual study of the patients seen 
and treated by a group of representative general 
practitioners holding appointments as medical school 
preceptors is currently being carried out with the assis- 
tance of our medical student preceptees. 4. Each pro- 
gram produced is subjected to critical study by the 
submission to each enrollee of a questionnaire concern- 
ing the specific program, its content, format, teaching 
techniques, and fees and suggested improvements. 
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Data on the 2,319 physicians enrolled in postgrad- 
uate courses in 1955-1956 show the type of informa- 
tion that is obtained from enrollment questionnaires. 
A study of the geographical distribution revealed — 
that 1,096 physicians were from Kansas, 1,211 from 
other states, 2 from territories of the United States, 
and 10 from foreign countries. Data on distance 
traveled to attend courses during the same period 
showed that 328 physicians traveled less than 25 miles, 
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Physicians in Kansas 


Fig. 2.-Graphs showing percentages of physicians in general 
and specialty practice enrolled in postgraduate courses at the 
University of Kansas in 1955-1956 compared to percentages of 
physicians in general and specialty practice in Kansas. 


‘ 


186 from 25 to 100, 256 from 100 to 200 miles, 360 
from 200 to 300 miles, 157 from 300 to 500 miles, 96 
from 500 to 1,000 miles, and 60 over 1,000 miles. 
Collection of registration data and “postmortem” 
information on programs is routine and continuous. 
The surveys of medical practice in our state, as well 
as the studies on the individual practitioner with 
regard to such factors as his training and his field of 
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Fig. 3.—Graphs showing place of enrollmen of physicians 
taking less than 50 hours and more than 50 hours of post- 
graduate work in 1953, 1954, and 1955. 


practice, are special projects to be repeated at suitable 
intervals (fig. 3). Securing such information is essential 
to the success of a postgraduate program. 

Physicians are compelled to attend continuation 
study exercises, an impelling conscience being the ef- 
fective incentive. Only the Academy of General Prac- 
tice has had the courage to suggest more effective 
compulsion. The postgraduate student must be at- 
tracted to a program and his interest must be capti- 
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vated to hold him. His body cannot be captured as 
can the undergraduate’s. The program must be sound, 
useful, and inspirational if he is to remain. It must 
promise the same for the future if he is to return. 
Programs must be planned carefully, promoted effec- 
tively, and produced well if they are to serve their 
purpose. This requires constant study and re-study of 
one’s own problems. To date, there is no large and 
reliable clearing house of information or fostering 
influence to guide the school, department, or any other 
producer of postgraduate medical education. Each 
must chart its own course. 


Future of Program 


Looking to the future, we envision retention of the 
present administrative structure, with the program 
operated as a department in a medical school, with 
use of the same teaching staff and retention of close 
identity with the parent medical school. Establishing 
a separate division or school would sacrifice something 
built deliberately—a teaching staff committed to all 
phases of medical education. The close liaison with 
the state medical society has been a major factor in 
the growth and security of our program, and retention 
of this relationship is essential. 

Equally necessary is continued long-term planning 
of the programs of intermittent and short courses to 
fit the needs of the physicians of this region, with 
careful attention being given to curriculum material, 
effective methods of presentation, and selection of a 
competent faculty. 

One of the United States’ real contributions to med- 
ical education has been in the field of graduate med- 
ical education. Residency training is a proved method 
of giving, at least temporarily, a high degree of pro- 
fessional medical competence. The usual short and 
intermittent courses cannot be compared with it for 
effectiveness. This observation leads to a desire to 
increase our clinical-traineeship teaching, simply be- 
cause of the superiority of this method. 


J.A.M.A., May 25, 1957 


Promoting the acceptance of a fourth phase of 
medical education as a reality and engaging in and 
assisting voluntary health organizations in health ed- 
ucation are considered to be other important future 
objectives, 

We must continue the collection of data from reg- 
istrants—the study of problems and practices of the 
student body. This sort of research and critical analy- 
sis is, at present, the only means available for evalua- 
tion and improvement of the program. Ultimate 
determination of whether a program is raising the level 
of medical care and inspiring the hoped-for response 
in the student body defies a direct approach. Further 
research in methods and modalities of teaching should 
represent another field of study for a progressive 
program. Increased use of television and the develop- 
ment of new home study courses and exploratory 
courses in yet untried fields represent further possi- 
bilities in development. 


Summary 


The Kansas program of postgraduate medical educa- 
tion has, during the past 14 years, gained new vitality 
and purpose. Most important in this change has been 
the association with the state medical society—mem- 
bers of which compromise the program’s student body. 
Next in importance has been recognition by the uni- 
versity and the medical school of their prime respon- 
sibility for this phase of medical education. The 
school’s acceptance took tangible form in the creation 
of a department of postgraduate medical education, 
which gave the program administration, faculty, facil- 
ities, and a budget. The department provided the 
remaining essentials—curriculum, teaching methods, 
and self-analysis and evaluation. 

The future will be secure if sound educational pol- 
icies based upon continuing critical self-appraisal are 
maintained. Acceptance of the program is assured so 
long as the mutually profitable relationship with the 
student body exists. 


Types of Thyrotoxicosis.—Thyrotoxicosis embodies three main components—thyrotoxic, me- 
chanical and cardiac—which vary in importance in any individual case. The thyrotoxic com- 
ponent includes all the manifestations of thyroid overactivity, the mechanical component 
consists of pressure effects exerted by the bulk of the goiter upon the trachea or oesophagus, 
and the cardiac component comprises auricular fibrillation and congestive heart failure. Cases 
of thyrotoxicosis may be subdivided into primary and secondary types. . . . Primary thyrotoxi- 
cosis, or exophthalmic goiter, usually affects young women whose thyroid glands are believed 
to have been previously normal. The clinical picture is almost wholly one of the thyrotoxic 
component. The goiter is smooth, diffusely enlarged, symmetrical and seldom large; pressure 
effects upon the trachea or oesophagus are exceptional, hence there is no mechanical com- 
ponent. In the absence of pre-existent rheumatic or other heart disease the cardiac compo- 
nent, as manifested by thyrotoxic auricular fibrillation and congestive heart failure, is very 
rare. Secondary thyrotoxicosis, or toxic nodular goiter, on the other hand, affects middle-aged 
or elderly women who have often possessed a previously simple goiter for many years. With 
the passage of time the goiter has slowly enlarged, becoming nodular and asymmetrical. 
Pressure upon, or deviation of, the trachea and oesophagus is common and the lower border 
of the goiter may have descended into the thoracic inlet. The mechanical component is thus 
often a marked feature. The cardiac component is also common and shown as auricular 
fibrillation or congestive heart failure, but the thyrotoxic component is, as a rule, less evident 
than in primary cases.—L. Martin, M.D., F. R. C. P., The Treatment of Thyrotoxicosis, The 
Practitioner, June, 1956. 
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AN EXAMPLE OF THE POTENTIALITIES OF REGIONAL HOSPITAL-MEDICAL SCHOOL AFFILIATION 


Harry A. Towsley, M.D., Ann Arbor, Mich. 


The faculty of the University of Michigan Medical 
School, in addition to its primary obligations to pro- 
vide undergraduate medical education, to conduct 
research, and to care for the sick, is engaged in three 
major activities in the field of postgraduate medical 
education. These are the extramural, circuit program; 
the intramural, refresher courses; and the program for 
affiliated hospitals. In the order listed, each program 
provides increasing potentialities for continuing edu- 
cation for practicing physicians. 


Extramural and Intramural Programs 


The extramural program is a combined project of the 
Michigan State Medical Society, the Michigan Depart- 
ment of Health, Wayne State University College of 
Medicine, and the University of Michigan Medical 
School. Programs are arranged by the department of 
postgraduate medicine at the University of Michigan, 
utilizing the faculty members of the two medical 
schools. Nineteen centers served by this program are 
located mainly in the rural areas of the state. Teams 
of two to three faculty members present lectures on 
prearranged subjects in each center. Where facilities 
permit and audiences desire, clinical conferences are 
held. These programs provide a brief postgraduate 
educational experience twice yearly for approximately 
800 physicians (fig. 1). 

The intramural program provides some 17 refresher 
courses at the University of Michigan in the various 
fields of medicine. These courses are of three-days’ to 
five-days’ duration. The average annual registration is 
approximately 900 physicians. The opportunity for 
close intellectual exchange between teacher and prac- 
ticing physician in these courses leaves little doubt 
as to the educational stimulation derived. 


Programs for Regional Affiliated Hospitals 


The programs for affiliated regional hospitals in 
Michigan encompass three educational activities in 19 
hospitals. These activities include the residency pro- 
gram in 15 hospitals (see table ), the two-year general 
practice program in 2 hospitals, and the program for 
general practice experience for undergraduate students 
in 2 hospitals. The distribution of these hospitals is 
shown in figure 2. 

The potentialities for postgraduate medical educa- 
tion for the physicians comprising the attending staffs 
of these hospitals are broad and continuous. They are 
in direct proportion to the physician’s interest, enthusi- 
asm, and perseverance in the conduct of successful 
training programs in the regional hospitals. The basic 


_ Professor of Pediatrics and Communicable Diseases and Asso- 
clate Director of the Department of Postgraduate Medicine, 
University of Michigan Medical School. 

Read before the 53rd Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


© The best place for a physician to continue his edu- 
cation is in his own hospital, where he can assume a 
sincere obligation for his share of the training pro- 
gram. The development and maintenance of a satis- 
factory graduate training program in the regional 
hospital by members of its own staff provide a con- 
tinuous opportunity for intellectual stimulation. It has 
been observed that practicing physicians in regional 
hospitals, through their repeated contacts with mem- 
bers of the faculty where there is a visiting program 
as provided by the University of Michigan, are more 
prone fo utilize consultation, and such consultation, 
whether it be formal or informal, provides immeasure- 
able education opportunities at all levels. 


objectives and method of conduct of the affiliated- 
hospital programs were clearly defined by Wilkinson,’ 
who served as coordinator at the time of their incep- 
tion. However, to set forth more clearly the potentials 
for postgraduate education at the present time, a briet 
review of the method of operating is presented. 

Residency Program.—Of the 15 hospitals participat- 
ing in the residency program, 3 are affiliated for resi- 
dencies in internal medicine, | for surgery, 5 for 
medicine and surgery, and 6 for medicine, surgery, 
and obstetrics and gynecology, making a total of 32 
affiliations in the three specialties. A hospital must first 
obtain approval from the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion for the residency program for which it seeks 
affiliation. Under the terms of affiliation, the hospital 
agrees to provide a minimum teaching program con- 
sisting of (1) teaching ward rounds of at least one- 
hour’s duration on the affiliated service five days 
weekly; (2) a weekly, radiologic, clinical, and clinico- 
pathological conference; and (3) outpatient experience 
for the residents on the affiliated service. The individ- 
uals responsible for the teaching programs on the 
affiliated service must be diplomates of their respective 
board or fellows of their respective specialty college. 

The medical school assists the regional hospital with 
its training program in two ways. First, courses at 
the University of Michigan in the basic sciences and 
their clinical correlation are provided for the resi- 
dents. These courses vary according to the specialty 
affiliation. 

The surgical residents from hospitals with a three- 
year approved residency come to the university after 
two years in residency in the affiliated hospital. Ap- 
proximately half of each day for nine months is de- 
voted to the review of the basic sciences as they may 
pertain to surgery, under the direction of the basic 
sciences faculty. The second half of each day is occu- 
pied with the clinical correlation and application of 
the basic sciences. This correlation, under the direc- 
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tion of members of the clinical faculty, is carried out 
through clinical conferences, lectures, demonstrations, 
and bedside teaching. The remaining three months of 
the year, the residents may elect to spend their time 
in one of the surgical specialties. Upon completion of 
the year at the University Hospital, residents return 
as chief residents to their hospitals for the third and 
final year of training. The year at the medical school 
is credited as one of the two years, over and above the 
three years of residency, required of group 2 candi- 
dates for certification by the American Board of 
Surgery. 

Currently, residents in internal medicine spend nine 
months of the second of their three years in a similar 
course, with the choice of electing to spend the remain- 
ing three months in one of the medical specialties 
at the university. Also, residents in obstetrics and 
gynecology have had a special six-months’ course in 
basic sciences pertaining to that specialty and a similar 
experience in correlation and application directed by 
the clinical faculty in that field. All residents in these 
courses are expected to attend the major teaching con- 
ferences held by the clinical departments of the med- 
ical school in the specialty for which they are affiliated. 


Hospitals in Michigan Affiliated with University of Michigan 
Medical School for Residency Training 


Obstetries 
Internal and 
Medicine Surgery Gynecology 
Alexander Blain Hospital, Detroit ......... = 
Blodgett Memorial Hospital, Grand Rapids x x 
Bronson Methodist Hospital, Kalamazoo.. x x 
Butterworth Hospital, Grand Rapids ...... x x x 
Edward W. Sparrow Hospital, Lansing .... x 
Hurley Woapital, x x x 
Leila Y. Post Montgomery Hospital, 
MeLaren General Hospital, Flint ........... x 
Mount Carmel Mercy Hospital, Detroit .... x x x 
Pontiae General Hospital, Pontiae ......... = x x 
Saginaw General Hospital, Saginaw ....... * x x 
St. Joseph’s Merey Hospital, Ann Arbor ... x x x 
St. Joseph Merey Hospital, Detroit ........ = x 
St. Mary’s Hospital, Grand Rapids ........ x x 
St. Lawrence Hospital, Lansing ............ x 


Visiting Program.—The second method by which the 
university assists the affiliated hospital is by providing 
a regularly scheduled visiting program by members of 
the faculty. The purpose of these visits is to aid in 
the teaching and to evaluate critically the training 
program in each hospital. Six faculty visits are made 
annually in the specialty for which the affiliation has 
been made. Hospitals affiliated for two specialties 
are visited 12 times annually. Those affiliated for three 
are visited 18 times each year. Prior to 1954, nine 
visits were made annually by the faculty for each spe- 
cialty affiliation. When the undergraduate enrollment 
was increased to 200 students in each class, however, 
it became necessary to reduce the visits to the present 
number. 

Each member of the faculty visiting the affiliated 
hospitals is prepared to present a didactic lecture on 
a prearranged subject in his field of medicine and to 
conduct a clinical conference on patients presented 
by members of the house staff. Both the house and 
attending staffs are urged to be present. Notification 
of these scheduled meetings is made well in advance 
by the education committee in each hospital either by 
postal card, hospital news letter, or bulletin board. 


J.A.M.A., May 25, 1957 


In addition, the faculty representative makes teach. 
ing ward rounds with the residents, interns, or sty. 
dents and any member of the staff who wishes t 
attend. He also reviews records of patients for cop. 
tent and thoroughness of study and holds genera| 
conferences with the house staff, during which he dis. 
cusses their teaching program or any other items within 
his scope that they may wish to consider. After his visit 
each faculty representative makes a written report to 
the chief of the service that he represents and to the 
coordinator of the program. These reports include his 
general observations, the number of members of the 
active and house staffs attending the conference, ap 
evaluation of the degree of interest and enthusiasm 
on their part, a report on the general character and 
quality of patient records, and especially his evalua- 
tion of the training program. 

In annual visits to these hospitals, the coordinator 
of these programs holds a conference with the interns 
and residents for the purpose of obtaining their evalu- 
ation of the training program. With this information 
and the critical evaluation submitted by each of the 
faculty visitors during the year, a conference is held 
with the education committees, and attempts are made 
to correct any weaknesses or omissions found in the 
teaching program. Further, a day-long conference js 
held at the university once each year for all the educa- 
tion committees of the hospitals and directors of each 
affiliated hospital with the chairmen of the clinical 
departments of the medical school or their repre- 
sentatives. In these conferences, the mutual problems 
in the over-all programs are considered. 

Program for Training in General Practice.—The pro- 
gram for training in general practice is specifically 
designed to provide at least two years of training for 
recent graduates who want to enter general practice. 
It combines teaching in the environment of a univer- 
sity hospital with the practical approach to common 
medical problems as they are found in a community 
hospital. Mercy Hospital, Benton Harbor, and Midland 
Hospital, Midland, both staffed by practicing physi- 
cians representing both the specialties and general 
practice, are affiliated for this program. To become 
affiliated, a hospital must possess, in addition to the 
physical qualifications to meet the requirements of 
the “Essentials of an Approved Internship,” * a medical 
staff that will agree to provide the minimum teaching 
program outlined above in the discussion of residency 
affiliation. 

In an attempt to solve the problem of the distribu- 
tion of doctors to the less urban communities in the 
state, hospitals located in rural communities are 
selected for this program. The university assists these 
hospitals by selecting from 10 to 12 interns annually. 
Each intern spends six months of each of the two 
years at the University Hospital and six months of 
each of the two years in one of the affiliated hospitals, 
as an intern the first year and as an assistant resident 
the second. In this manner, each affiliated hospital is 
furnished with at least two interns and two assistant 
residents at all times. The university also provides @ 
teaching resident from the medical and surgical serv- 
ices of the University Hospital on a rotation basis of 
three to six months. The teaching resident, in addition 
to helping with patient care, assists with the organiza- 
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tion of the teaching program by planning with the 
education committee of the affiliated hospital the rota- 
tion of interns and residents and the scheduling of 
ward rounds and conferences, insuring that members of 
the attending staff meet their scheduled teaching obli- 
gations. He also shares in the teaching program. 

Further assistance is provided to these hospitals by 
the visiting program and by evaluation conferences, 
as described in the discussion of residency affiliation, 
except that visits to these hospitals are made nine times 
each vear by teams of two faculty members represent- 
ing the four major specialties. The conferences with 
the coordinator are held usually twice annually until 
the program is established. James Decker Munson 
Hospital, Traverse City, formerly affiliated for rotation 
of interns, now procures its own interns on the match- 
ing plan. At its own request and expense, it continues 
to receive the visiting program from the university. 

Program for Student Experience in General Prac- 
tice-The program for student experience in general 
practice is a relatively new venture at the university, 
having been established two years ago. The senior 
vear in the medical school is divided into five nine- 
week sections, one of these sections being a vacation 
period. The majority of students elect to obtain experi- 
ence by serving as externs in many hospitals during 
their free period. This program is made available 
especially for those who are interested in general 
practice. 

Two small community hospitals, Emma L. Bixby, 
Adrian, with a 60-bed capacity, and Memorial Hos- 
pital, Owosso, with a 120-bed capacity, in the rural 
areas of the state were selected to provide this experi- 
ence. The staff in each hospital is composed of doctors 
both in general practice and in the specialties. Under 
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the terms of affiliation, the staffs of these hospitals 
agree to provide supervised educational and clinical 
ies and to conduct a teaching program for stu- 
ents. 

The university assists these hospitals by providing 
12 scheduled faculty visits annually by representatives 
from the four major specialties. The content of these 
Visits is similar to that in the residency and general 
practice programs. 


UNIVERSITY OF MICHIGAN PLAN—TOWSLE) 379 


The visiting programs to each hospital require three 
to five hours of the faculty member's time, excluding 
travel. A minimum of one and a half to two hours is 
devoted to a combined lecture and clinical conference 
The remaining time is occupied with ward rounds 
and conferences with the residents, interns, or students. 

Statistics and Finances of All Programs.—For all ot 
the programs in the 19 hospitals, the faculty averages 
264 visits and travels more than 26,000 miles each year 
Over a five-year period, an annual average of 65 visits 
from senior clinical instructors, 99 from assistant pro- 
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Fig. 2.—Map of lower peninsula of Michigan showing loca- 
tions of hospitals affiliated with the University of Michigan for 
various programs. Square with X superimposed denotes the lo- 
cation of the University of Michigan and of an affiliated hospital 
in the same community. 


fessors, 73 from associate professors, and 17 from 
professors have been made under these programs. All 
these persons are full-time or geographical full-time 
members of the faculty of the medical school. 

The financial support of these programs has an indi- 
rect relationship to their recognized potential for post- 
graduate education. The W. K. Kellogg Foundation, 
with a very generous grant, supported these programs 
tor the first five years of their operation. They have 
been supported for the last five years by the affiliated 
hospitals and by general funds from the university. 
The hospitals carry about one-third of the cost. It is 
of particular interest that the members of the attending 
staffs, through contributions to the regional hospitals, 
provide about 75% of the funds coming to the univer- 
sity from the hospitals for support of the program. The 
amount contributed by the staff members in the affili- 
ated hospitals is sufficient to cover travel and hotel 
expenses of faculty members, faculty honoraria, and 
part of the administrative expense. The staff members, 
by contributing to these funds are, in effect, paying for 
their own opportunity for continuing education provid- 
ed by these programs and, at the same time, support- 
ing materially the education of residents and interns. 


Potentialities for Postgraduate Education 


The potentialities for postgraduate medical educa- 
tion, as exemplified in these programs, may be divided 
into two general categories—the direct and the indirect. 

Direct Potential—The direct potential for postgrad- 
uate education, if measured in terms of the number of 
hours of lectures and conferences provided by medical 
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school faculty members who have gained recognition 
in their special field of interest, would provide to the 
physicians in hospitals affiliated for one residency pro- 
gram 12 hours of postgraduate experience each year; 
to those in hospitals affiliated for two residency pro- 
grams, 24 hours; and to those in hospitals affiliated for 
three residency programs, 36 hours. Physicians com- 
prising the staff in hospitals affiliated for general 
practice training would receive approximately 18 hours 
of direct postgraduate education in the four major 
specialties, while staff members in hospitals affiliated 
for the student program are provided 24 hours of post- 
graduate education opportunity in the four major 
specialties. 

It is estimated that approximately 1,500 physicians, 
representing the combined attending staffs of the 19 
affiliated hospitals, would have the opportunity of 
receiving from 12 to 36 hours of postgraduate educa- 
tion annually in these programs. Actually, over the 
past five years, there has been an annual average at- 
tendance of 600 physicians. Of particular interest in 
regard to attendance is the fact that close to 75% of 
the available staff members in the more isolated rural 
hospitals exhibit a keen interest in postgraduate medi- 
cal education, as manifested by their continued attend- 
ance at these functions. 

Clinical conference teaching is generally regarded 
as far more stimulating and rewarding than the usual 
didactic lecture, particularly when the clinical material 
presented involves the patients in the doctor’s own 
hospital. Unfortunately, all of the affiliated hospitals 
do not take full advantage of this method of teaching 
during each visit. In those hospitals, the potential for 
postgraduate education to the staff is reduced. 

Indirect Potential—The indirect opportunities for 
the continuation of professional growth for the practic- 
ing physicians in the regional hospitals are available 
in a number of ways. For example, the resident who 
has attended the program on the basic sciences and 
its combined clinical correlation and has taken advan- 
tage of the many teaching conferences available to 
him in his specialty at the university returns to his 
hospital with the knowledge of new diagnostic and 
therapeutic measures and new laboratory procedures, 
which he can disseminate to the members of the staff 
through conferences, ward rounds, and daily contacts. 

The same may be said of the intern in the general 
practice program when he returns to the affiliated hos- 
pital for his second tour of duty and of the teaching 
resident who carries with him the teaching of the 
department in which he had his training at the uni- 
versity. To a far lesser degree, the medical student, 
with his recently acquired knowledge from the various 
departments in the medical school, may contribute in 
a similar fashion. 

The development and maintenance of a satisfactory 
graduate training program in the regional hospital by 
members of its own staff provide a continuous oppor- 
tunity for intellectual stimulation. Those who take the 
responsibility for teaching ward rounds, of necessity, 
are stimulated to peruse more critically the medical 
literature in the attempt to teach in a creditable man- 
ner. The repeated attendance and participation by the 
staff members in the teaching functions within their 
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own hospital, such as clinical, clinicopathological, ay) 
x-ray conferences and journal club, provide unlimite 
potentialities to the practicing physician for continy,, 
tion of his education, particularly when these functioy, 
are carried out as teaching exercises. The presence of 
a resident, intern, or student who is given the oppor. 
tunity to discuss the differential diagnosis with th 
practicing physician at the bedside serves as a stimulys 
for more thorough study of the patient’s problems 
thus reducing the possibility of error in diagnosis an¢ 
treatment. 

In those hospitals with good teaching programs fo; 
the house staff, there appears to be a much freer use 
of consultation. Whether they be formal or informal. 
such consultations provide immeasurable education 
opportunities at all levels. It has been observed that 
practicing physicians in regional hospitals, through 
their repeated contacts with members of the facult 
through the visiting program, are more prone to call 
faculty members in consultation for their difficult prob. 
lems. 

It has been repeatedly stated that the best place fa 
a physician to continue his education is in his own hos. 
pital. This is true as long as he maintains an open, 
inquiring, critical mind and a keen interest in the 
progress of the science of medicine. This opportunity 
is greatly enhanced if his hospital is charged with the 
responsibility of providing a satisfactory training ex. 
perience for residents, interns, or medical students, 
particularly if that obligation is discharged with pride 
in the products of its efforts. 

The potential is further enhanced if the physician 
himself assumes a sincere obligation for his share of 
the training program offered by his hospital. Whether 
it be teaching at the bedside or in the scheduled con- 
ferences or directing journal club, adding his bit to 
the discussion will be stimulating and rewarding in 
that the knowledge gained therefrom will sooner or 
later be of benefit to his patients. In those hospital 
where an honest and sustained effort to provide the 
best possible training program for the house staff exists, 
the practicing physician will find an unequaled oppor- 
tunity for continuation of his own education. 

Without the support of a university administration 
and a medical faculty dedicated to the belief that a 
doctor’s education should not end with graduation 
from medical school or at the end of his internship or 
residency and without donation of time by the practic- 
ing physicians in the affiliated hospitals for educational 
programs for residents, interns, or medical students. 
postgraduation education opportunities for the less- 
motivated practicing physician will not exist in his 
own hospital, where it is ripe for his taking. It is be- 
lieved that the regional hospital—-medical school pro- 
grams offer the practicing physician an unequaled 
potential for continuation education. 
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NEW YORK UNIVERSITY PLAN 
AN EXAMPLE SHOWING THE POTENTIALITIES OF REGIONAL HOSPITAL—MEDICAL SCHOOL AFFILIATION 


Charles F. Wilkinson Jr., M.D., New York 


It is probably of some significance that eight years 
ago 1 presented a paper, “The Utilization of Regional 
Hospitals for Medical Education” ’ to this congress. 
Now I have been asked to discuss the potentialities 
of such a program. After eight years, this significance 
is twofold: 1. Many persons are still interested in 
regional hospital-medical school affiliation. 2. We still 
wonder what the potentialities are and, I presume, 
how we can measure them. 

Since I have been asked to discuss the potentialities 
within the framework of the New York University 
program, perhaps I should first describe the plan, al- 
though this could be done more adequately by my 
friend and colleague, Dr. Clarance E. de la Chapelle. 
Since going to the New York University Post-Graduate 
Medical School, I have, on occasion, visited the re- 
gional hospitals as do other members of the profes- 
sorial staff, but I have had no responsibility in the 
administration of the plan. Thus, my comments might 
be considered the “worm’s-eye” view, that is, the one 
of the full-time professor. 


Original Program 


The New York University-regional hospital pro- 
gram, like so many of the regional programs, was made 
possible, at the start, by a grant from the W. K. Kel- 
logg Foundation.’ It has, like most of these programs, 
undergone a series of changes and modifications so 
that, in its present form, it represents a compromise 
between what the program director, the affiliated hos- 
pital, and the faculty believe to be ideal and what 
is practical. That the program exists at all today means 
to me that it cannot be too far from any of these three 
ideals. 

At the start, New York University had an advantage 
(at least it was considered by some as such) in not be- 
ing a state university, and, therefore, it could operate 
across state lines. I should add that here the so-called 
advantage ended. It did not extend to such base and 
mundane things as the budget or faculty salaries. 
The original description of the program * stated that 
it was intended that, by affiliation, the New York 
University College of Medicine would affiliate with 
selected hospitals in the suburbs, in small towns, and 
even in rural communities. The members of the resi- 
dent staffs of the hospitals would have the privilege 
of spending an academic year at the medical school, 
during which time they would participate in basic 
science or graduate courses applicable to their par- 
ticular field of residency. The basic science courses 
were taken on a part-time or a full-time basis; the 
graduate courses were taken full-time. No tuition was 
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¢ The plan of having regional hospitals affiliated 
with university medical schools has certain advan- 
tages. In the present instance, six hospitals are so 
affiliated; they are not limited by state lines, but by 
considerations of commuting distance. The teaching 
plan is formulated and implemented by a local edu- 
cational committee made up of the directors of the 
hospital’s departments of surgery, medicine, obstet- 
rics and gynecology, and pathology, with the assist- 
ance of other physicians of the staff; the hospital also 
recruits and appoints interns and residents. The uni- 
versity center supplies both administrative guidance 
and instructional resources, with emphasis on a sound 
house-staff program and a minimum of lectures to 
large audiences. The test for success in such a plan is 
the continued willingness of medical schools to par- 
ticipate and of the regional hospitals to bear most 
of the expense. 


charged, but the affiliated hospital was made respon- 
sible for the candidate’s maintenance, whether the 
institution was within commuting distance or not. 

The members of the attending staffs of these hos- 
pitals, especially the younger men, had the oppor- 
tunity to continue their own education by returning 
for ward work or continuation courses in the medical 
school and by the visits of faculty members to the 
hospitals. The hospitals cooperating in the plan ful- 
filled all the requirements of the American College of 
Surgeons and, in addition, maintained an educational 
program outlined by the medical school. 

It was thought that the establishment of such a 
system of hospitals associated with a large medical 
center, with their teaching supervised by the medical 
school, would improve the quality of medical care 
and provide substantial broadening of the opportu- 
nities present for physicians to obtain graduate and 
postgraduate medical education. 

In 1948, the merger of the New York University 
College of Medicine and the New York Post-Graduate 
Medical School and Hospital had been effected, and 
the New York University—Bellevue Medical Center was 
established. After this merger, the Division of Affili- 
ated and Regional Hospitals was formed and placed, 
for administrative purposes, in the postgraduate med- 
ical school, but it was able to call on the faculties of 
both the college of medicine and the postgraduate 
medical school for periodic visits to the regional hos- 
pitals. 

By 1949, there were 10 affiliated hospitals in four 
states, with a total of some 2,500 beds (fig. 1). There 
were salaried coordinators at each of the affiliated 
hospitals. These coordinators were usually young men 
who had just entered practice. They devoted from 
one-third to one-half of their time in arranging the 
educational program at the hospital and supervising 
the intern and resident training programs. As the 
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requirements of their practices became more demand- 
ing, they turned their jobs over to younger men and 
went on to equally important, but somewhat less 
active positions in the program. This plan had the 
additional advantage of enabling desirable young 
men to start in a community with a small stipend that 
would help pay the office rent until their practices 
were established. 


MASS. 


NEW YORK 


Fig. 1.—Dots show the geographical distribution of the 
10 hospitals affiliated with the New York University—regional 
hospital plan in 1949. 


Present Program 


At the present time, active membership in the 
regional hospital plan is limited to six hospitals.* 
There are three levels of membership, designated as 
first, second, and third year. A faculty representative 
visits the hospital in the first-year group two days a 
week during the academic year. In the second year, 
visits are made weekly and in the third year biweekly. 
After three years of active membership, a member 
hospital may continue its affiliation as a “graduate” 
hospital. Faculty visits are then made on request. 

Faculty visits are dependent upon the needs of 
the various departments of the member hospital. The 
making of a minimum number of planned presentations 
to large audiences is the rule. Both the major spe- 
cialties and the subspecialties are represented by the 
visiting faculty members. No rigid schedule is followed 
as to the number of visits made to any department. 

In order to carry out successfully the regional 
hospital plan, it became apparent that unanimity of 
agreement on the part of the member hospital staffs 
as to the purpose of the plan was absolutely necessary. 
Where there existed a misunderstanding in this regard, 
the regional program did not succeed to the same 
degree as it did where the active attending staff were 
unanimous in their desire for affiliation. 

In the present regional hospital plan, the center 


makes it clear to the member hospitals that there are ~ 


many and varied opportunities for mutual discussion 
of problems. By consultations with the administrative 
officers of the plan, considerable help is available to 
the local teaching program. For example, members of 
the hospital staffs may come to the medical center 
and draw on the academic experience of the faculty 
as well as attend clinics, conferences, and seminars. 
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It is the policy of the administration of the regional 
hospital plan to emphasize these hitherto unused 
resources. 

The new plan does not provide for a local coor. 
dinator. Experience gained from the old plan indicated 
that such a key figure in the operation of the hospital 
program should have some voice in making policy in 
the hospital. The common lack of seniority of the 
coordinator interfered seriously with the implementa- 
tion of the policies and programs he proposed. 

In the new plan, each member hospital forms a 
committee that is responsible for formulating and 
implementing a training program. This educational 
committee is made up of the directors of the depart- 
ments of surgery, medicine, obstetrics and gynecology, 
and pathology, with the assistance of other physicians 
of the staff. One member of the committee acts as a 
liaison officer between the hospital and the center. 

Interns and residents are recruited and appointed 
by the member hospital. The medical center requires, 
however, that the hospital be approved for intern or 
resident training by the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion. The medical center does not assume responsibility 
for the recruitment or the appointment of interns and 
residents, nor is it responsible for maintaining or seek- 
ing approval for intern and resident training in a 
member hospital. Rotation of residents between a 
member hospital and the center is not a part of the 
new program. 


Connecticut 


New York 


Pennsylvania 


New Jersey Lh 


Fig. 2.-Dots show the geographical location of the hospitals 
presently affiliated (solid line) and those affiliated in the past 
(broken line). The one hospital indicated by a broken line and 
dots is Hunterdon Medical Center, Flemington, N. J., and is 
considered in a separate category from the others. 


In order to minimize the nonproductive time con- 
sumed in travel, the geographical location of the 
regional hospitals participating in the new plan is 
limited to a radius of approximately 50 miles from the 
medical center. 
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It is obvious that the outline I have presented of the 
New York University-regional hospital plan has been 
sketchy, but it will, I believe, serve the purpose of 
the symposium on postgraduate medical education. 

Figure 2 shows what communities have had or do 
have hospitals participating in the plan. 


Potentialities and Success of Plan 


What are the potentialities of this regional hospital- 
medical school affiliation? How can we evaluate suc- 
cess or lack of it? The potentialities appear to be as 
great as the vision and imagination of those admin- 
istering and participating in the plan. Ideally, any 
member hospital could eventually have superior local 
self-education for its staff, guided by the medical cen- 
ter. Because of its educational program, the hospital 
should be more attractive to interns and residents, and 
a sound house-staff program should add stature to 
the continuing educational program of the visiting 
staff. Because of an affiliation with the medical center, 
a hospital should have ready advice and consultation 
on matters ranging from diagnosis and therapy to 
new laboratory techniques and even hospital man- 
agement. Ultimately the regional hospital would be as 
much a part of the medical center as any ward geo- 
graphically located in the center. However, men being 
as they are, I do not expect perfection, but something 
less. 

It would be helpful if one could measure this degree 
of success. Can this be done? To date, I know of no 
way to titrate these programs with any degree of 
accuracy. Many of us have a feeling that they are more, 
rather than less, successful. Members of the regional 
hospital staffs apparently feel that they are worth- 
while and that the general level of medical practice 
in their hospital has been elevated. 

Some of us on the faculty feel, however, that our 
purpose would be better served if the affiliated hos- 
pitals were kept at a constant level of participation 
rather than at the step-like dissociation as in the 
present plan. 
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From my own point of view, | hated to see the idea 
of the coordinator abandoned. It had been my ex- 
perience that it was easier to work through a coordi- 
nator than through a committee, but, as I pointed 
out earlier, my administrative experience was in a 
different part of the United States, and I cannot 
speak with any firsthand knowledge of the administra- 
tive problems associated with the current New York 
University-regional hospital program. I can assure 
you that I have enjoyed my visits to the regional hos- 
pitals and that I have been impressed by the excel- 
lence of their training programs as well as by the 
standard of the medical care practiced in them. 

To me, the most significant fact is that the various 
hospitals in the regional plan of New York University 
pay for 80% or more of the cost of the program. In 
other words, the regional hospitals want the program 
enough to pay their way. On the side of the medical 
school, there is still enthusiasm on the part of some of 
us on the faculty and resigned acquiescence on the 
part of others, although I know of no active opposition. 

It would appear then, that, while not perfect, the 
New York University—-regional hospital plan is here to 
stay. It will, undoubtedly, undergo other modifications 
in the future and may some day come even closer to 
the ideal of the medical center as an integral and 
vital part of the region it serves. 


550 First Ave. (16). 
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Acute Nephritis.—When clinically apparent the mode of presentation in acute nephritis is ex- 
tremely variable. The onset may be sudden or insidious, and may accompany, or follow after 
an interval the signs of an acute infection in some other part of the body, usually a hemo- 
lytic streptococcal infection in the upper respiratory tract. Broadly speaking the onset tends to 
be abrupt in children, and the signs of nephritis are then apt to be intermingled with, or even 
over-shadowed by those of the primary infection. In adults the so-called latent interval is often 
longer, and apart from initial malaise, the early signs of nephritis may be confined to urinary 
changes which, however, may be quite marked. But both in children and in adults acute ne- 
phritis may be ushered in by any one, or any combination of its cardinal features—bloody 
and scanty urine, with or without frequency, urgency, lumbar aching and pain, and, in chil- 
dren, abdominal pain and vomiting—cedema, especially, and almost invariably, puffiness of 
the eyelids and face on waking in the morning, and, in those who remain ambulant, swelling 
of the feet and ankles—cardiovascular signs such as headache, vomiting, convulsions and 
coma. In cases of war nephritis dyspnoea was a very common presenting symptom though 
then rarely met with in civilians. My impression is that dyspnoea is now more frequently seen 
as a presenting sign in civilians. Unquestionably hazmaturia and oedema are the two most 
striking and common initial clinical signs in acute nephritis and it is of interest to note that 
over the years their relative prominence as presenting features has apparently been reversed.— 
A. A. Osman, F.R.C.P., Acute Nephritis, The British Journal of Clinical Practice, September, 
1956. 
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ESSENTIALS OF A RESIDENCY IN GENERAL PRACTICE 


J.A.M.A., May 25, 1957 


C. Wesley Eisele, M.D., Denver 


A growing interest in the training of young physi- 
cians for general practice has become apparent in 
many quarters, and a panel on this subject at the 
annual meeting of the Advisory Board for Medical 
Specialties is particularly significant and heartening. 
This increasing interest seems to parallel a renewed 
conviction that the position of the general practitioner 
in American medicine is secure. 

An organized general practice residency has been 
offered at the University of Colorado School of Med- 
icine since 1948. Material for this paper has been 
drawn from experience with this program, experience 
that was recently crystallized by an analysis of ques- 
tionnaires returned by former residents. The annual 
reports of the Council on Medical Education and 
Hospitals of the American Medical Association, publi- 
cations of the Bureau of Medical Economic Research 
of the American Medical Association. and brochures 
from many general practice residency programs have 
also been freely used. 

A decade or so ago, there was a common belief that 
advances in knowledge and in technical developments 
would soon make the general practice of medicine 
untenable and it would become a relic of the past; but 
the expected demise of the general practitioner has 
not come to pass. On the contrary, a distinct upsurge 
of interest in this type of practice may be observed 
among superior young physicians. There continue to 
be more general practitioners in the United States 
than the total of all specialists combined, and there are 
more young physicians in general practice than in all 
the specialties combined. The American Academy of 
General Practice, although one of the youngest med- 
ical societies, is larger than any national specialty 
society. And a sizable proportion of the current gener- 
ation of medical graduates continues to choose general 
practice in preference to a specialty. Tables 1, 2, and 3 
present data in support of these statements. 

The studies of Dickinson’ and the Bureau of Med- 
ical Economic Research of the American Medical 
Association (table 1) show that general practitioners 
constitute the great majority of physicians in active 
private practice (72%) in cities with populations of 
10,000 or less (12,829 communities). An additional 
17% classify themselves as part-time specialists—phy- 
sicians who are usually more closely akin to the general 
practitioner than to the full-time specialist. Even in 
cities with populations of 100,000 or more, 40% of the 
physicians are general practitioners and an additional 
12% are part-time specialists. In the whole nation, 
64% of all physicians in active private practice are 
either general practitioners or part-time specialists. 
The age distribution of physicians in active private 
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* Thére is evidence of a distinct upsurge of interest 
in the practice of general medicine. In the whole na- 
tion, 64% of all physicians in private practice are 
either general practitioners or part-time specialists. 
To satisfy the increasing demand for advanced train- 
ing in general practice, more and better residencies 
in this field must be offered. Such a residency should 
be a minimum of two years, must be equivalent in 
standards and prestige to a specialty residency, and 
must be primarily of educational value to the resident 
rather than a service to the hospital. 


practice (table 2) indicates that general practitioners 
as a group are significantly younger than either full- 
time or part-time specialists. 

Current generations of senior medical students con- 
tinue to display an interest in general practice, if one 
may judge by the choice of careers expressed by 552 
internship applicants at the University of Colorado 
Medical Center Hospitals for 1955 and 1956 (table 3). 
The 522 senior students were drawn from 65 medical 
schools in the United States and Canada, and repre- 
sented about 4% of all the graduates of American 
medical schools for these two years. The students who 
expressed a definite or probable preference for general 
practice greatly outnumbered those choosing any spe- 
cialty. These applicants, however, may not represent 
a true cross section of American senior medical stu- 
dents, because the data may be distorted by being 
weighted with students preparing for general practice 
who apply here because of geographical characteristics 
of Colorado or because of the pioneering efforts of the 
University of Colorado in providing general practice 
residency training. Nevertheless, these data suggest 
that interest in general practice is far from dead among 
today’s medical students. 

There can be little doubt that the general practi- 
tioner is here to stay, but his role is changing and will 
continue to change. The prototype of the modern gen- 
eral practitioner is a highly educated, astute young 
physician, skilled in broad areas of practice, and par- 
ticularly skilled in human relations, with an unusual 
ability to handle people. He is motivated by a sincere 
interest in mankind and the ailments that afflict it. 
Residency training of high quality is just as essential 
to him as it is to any specialist. 


Opportunities for Residency Training 


The type of residency offered the prospective gen- 
eral practitioner in the past usually consisted of either 
a patchwork of unorganized leftovers from specialty 
residencies or an extension of a rotating internship. 
Many physicians preparing for general practice there- 
fore elected to take one or more years of residency in 
one or more specialties, and this plan continues to be a 
frequent choice even today. It leaves obvious gaps in 
their training, with little or no educational exposure to 
important areas of their future practice. Furthermore, 
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the first year of a specialty residency seldom provides 
a well-rounded experience or a basic background even 
for that specialty, and it is only natural for a specialty 
service to give preference in appointments and assign- 
ments to those residents indicating their intention of 
completing the entire program. 

The development of the general practice residency 
mav be traced in the Annual Reports on Internships 
and Residencies by the Council on Medical Education 
and Hospitals of the American Medical Association. 
4 “Mixed Residency” was listed in the years prior to 
1948. This title was changed to “General Residency” 
in the 1948 and 1949 reports. These categories carried 
the following footnote: “Mixed residencies represent 
general hospital experience of at least one-year dura- 
tion following an approved internship. All hospitals 
approved for intern training are also certified for gen- 
eral or mixed residencies.” It appears that these train- 
ing programs were without definite educational stand- 
ards and were essentially nothing more than a con- 
tinuation of the internship for an additional year. 

The 1950 annual report listed “General Practice 
Residencies” for the first time, and hospitals desiring 
programs under this category had to meet certain re- 
quirements. The report listed 32 programs, which 
provided 92 positions, accounting for less than 0.5% 
of the 19,364 approved residency positions of all types. 
These numbers have slowly increased, and in 1955 
there were 155 approved programs, offering 614 posi- 
tions, still only a little more than 2% of the now 
25,486 approved residency positions of all types. The 
growth of residency positions in the United States over 
the past 20 years is shown in the figure, which clearly 
demonstrates the lag in growth and the obvious in- 
adequacy in the number of general practice residencies 
available. 


Taste 1.—Physicians in Active Private Practice in the United 
States April, 1950—Distribution by Size of Community® 


General 
Practi- Part-Time Full-Time 
tioners Specialists Specialists Total 
Cities with population of 10.000 
or less (12,829 communities) 
No. of physicians in 


active private practice........... 26,761 6,155 4,245 37,161 
of all physicians 


% of all physicians 


in type of practice............... 35 27 7 

Cities with population of 100,000 

or more (107 communities) 
No. of physicians in 
active private practice........... 29,729 8,869 35,288 73,886 
“ of all physicians 
of all physicians 
Ol 39 38 62 

Total physicians in private 

practice in the United States...... 76,158 23,261 57,035 156,454 
“% of total physicians............ 49 15 36 100 


“Data from Dickinson. 


While the number of general practice residencies is 
clearly inadequate, the educational standards of those 
which do exist require critical reexamination, for there 
are many indications that all is not well. Perhaps the 
most serious indictment is that great numbers of pros- 
pective general practitioners continue to seek frag- 
ments of specialty residencies in preference to the gen- 
eral practice residency opportunities now available. 
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This is attested to by the fact that only 66% of the 
meager number of approved general practice residency 
positions were filled for the year 1954-1955,’ and many 
of those which were filled were occupied by foreign 
physicians. In July, 1953, 38% of all general practice 
residents serving in approved programs were aliens. 
This compares with 21% in approved residencies of all 


TaBLe 2.—Physicians in Active Private Practice in the United 
States April, 1950—Distribution by Age of Physicians*® 
General 


Practi Part-Time Full-Time 
tioners Specialists Specialists 


Age groups with the greatest number... 449 
Cumulatively 


*Data from Dickinson.? 


types, and is surpassed only by the 41% in pulmonary 
disease residencies.* In the year 1955-1956, 4,174 for- 
eign physicians were reported to be in residency train- 
ing in United States hospitals in 35 different special- 
ties. The number in general medicine was surpassed 
only by those in general surgery.‘ 

In some instances general practice residencies are 
offered by hospitals which are having difficulty secur- 
ing interns, and one cannot help wondering whether 
the primary motivation may be to provide intern serv- 
ices. The stipends paid general practice residents tend 
to be higher than those paid most specialty residents. 
A median stipend of $250 per month is offered by the 
155 approved general practice residencies listed in the 
1955 report of the Council on Medical Education and 
Hospitals, and almost one-third of these hospitals offer 
stipends ranging from $300 to as high as $500 per 
month. As in the case of internships, one may justly 
suspect that excessively high stipends may indicate a 
greater interest in the service aspects of the internship 
or residency than in the education aspects. 

From these considerations, one may be quite certain 
that the number of general practice residencies is far 
too small, and one may well entertain concern that 
many are deficient in planned educational experience. 
The opportunities for developing really superior train- 
ing programs for general practice are unlimited. 


Role of Surgery in General Practice 


An intelligent definition of the requisites of a general 
practice residency can not be formulated until one has 
a clear picture of the role of the general practitioner. 
On this, there is no meeting of the minds, and there 
are almost as many opinions as there are specialists. 
Judging by staff regulations in a growing list of hos- 
pitals, each specialty appears reluctant to assign signi- 
ficant segments of its “empire” to the realm of general 
practice, but willingly relinquishes its unwanted 
chores. At the same time, specialists seem to have no 
hesitancy in appropriating functions of the general 
practitioner. It has been said in jest that a surgeon is 
a general practitioner who does not deliver babies and 
an internist is a general practitioner without benefit of 
surgical fees. 
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There are many areas of controversy over the role of 
the general practitioner, but the hub of the conflict 
pain around the practice of surgery. How much 
surgery, if any, should be performed by the general 
practitioner? And therefore, how much surgery, if any, 
should be taught to the general practice resident? If 


TaBLe 3.—Choice of Fields of Practice by Internship Applicants 
at University of Colorado Medical Center Hospitals 
for Two Years Beginning July 1, 1955, and 1956° 


Possible or 
Definite Choice Probable Choice 
(298 (54%) (188 
Field No. % No. % 

108 36.0 90 26.0 
57 19.0 67 20.0 
Enteral 56 19.0 73 21.0 
Obstetrics-gynecology 23 8.0 31 9.0 
10 3.0 2 0.6 
4 14 5 1.5 
4 14 2 0.6 
cous 2 0.7 3 1.0 
1 0.3 3 1.0 
1 0.3 3 1.0 
Ear, nose, and throat ......6<...00.- 1 0.3 
ERGUSCTIAL MOGICIMO 1 0.3 


* 562 applicants from 65 medical schools in U. S. and Canada; 66 (12%) 
expressed no choice. 


four or five years of residency are required to ade- 
quately train a general surgeon, then how can we hope 
to cram enough of the essentials of surgery into a 
three-month, or a six-month, or even a full-year sur- 
gical assignment? Is it not better to teach the general 
practice resident no surgery at all rather than a modi- 
cum, because a little knowledge may be a dangerous 
thing? Is there not a real danger that a brief assign- 
ment on a surgical service may serve only to give the 
resident an inflated sense of self-confidence and leave 
him without a proper recognition of his own limita- 
tions? 

Conversely, suppose you or I should become the 
victim of an auto accident in an isolated area, a hun- 
dred miles or more from the nearest board-qualified 
surgeon. Would we not be most grateful if the general 
practitioner who must patch us up has had even a 
brief period of residency training in surgery? It is not 
within the scope of this paper to debate the merits or 
the evils of the practice of surgery by general practi- 
tioners. But, whether we like it or not, in many areas 
of this country a large portion of general surgery con- 
tinues to be performed by general practitioners, and in 
some states their work accounts for as much as 70% 
of all the general surgery. General practitioners will 
continue to perform operations even without the bene- 
fit of residency training, albeit probably less ably. It 
has long been a common practice, and one which still 
persists, for the general practitioner to obtain his sur- 
gical education through “on-the-job” training, assisting 
older general practitioners at operations and receiving 
more or less supervision from them on their own cases. 
While at times this may be a satisfactory experience, 
I fear that, on the average, the method tends to per- 
petuate all the faulty surgical techniques and obsolete 
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operations from one generation of general practitioner; 
to another. The method is especially deficient in jp. 
stilling into the neophyte a sound knowledge of the 
proper indications for surgery or, more correctly, a 
knowledge of when not to operate. 

Completely satisfactory answers to these questions 
are not at hand. It is clear, however, that the objective 
of a general practice residency should not be to train 
young physicians to compete for major surgical privi- 
leges in areas where fully trained surgeons are readily 
available, nor should it ever be used as a training short- 
cut for a frustrated would-be surgeon. These concepts 
are only common sense, and are in the best interest 
of the patient’s welfare. But is it not equally clear, 
also in the interest of patient welfare, that surgery 
must be taught to those general practice residents who 
will be required, in an isolated area, to perform opera- 
tions in cases of trauma or in emergencies? In my 
opinion, the general practice résident preparing for 
rural practice should be taught the principles of sur- 
gical diagnosis, the indications for operative and non- 
operative treatment, and the essentials of preoperative 
preparation and postoperative care. He should also be 
taught basic surgical techniques, especially those ap- 
plicable to emergency operations and those in cases of 
trauma, and be given adequate opportunity to practice 
these under supervision. Such knowledge surely will 
not lead him into a false sense of self-confidence or 
promote blindness to his surgical limitations, but quite 
the contrary. With ever-improving transportation, and 
with an ever-increasing supply of fully trained young 
surgeons becoming available for smaller communities, 
perhaps the present situation may be looked upon as a 
temporary compromise. I have been impressed by the 
increasing number of general practice residents who do 
not intend to practice major surgery and who do not 
desire assignments on the surgical services. 
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University of Colorado General Practice Residency 


Original Program.—When the general practice resi- 
dency was organized at the University of Colorado 
School of Medicine in 1948, it was the aim of the 
faculty to make it equivalent in educational content 
and training opportunities to a specialty residency in 
a university teaching hospital. The general practice 
resident, along with all others, was required to register 
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eacl) quarter in the clinical division of the graduate 
school of the University of Colorado. (This require- 
ment has now been made optional for all residents of 
the medical center.) While accumulated experience 
has changed some of the concepts of the requirements, 
the primary objective has been maintained. Originally, 
the faculty was of the opinion that a three-year resi- 
dency was necessary to adequately prepare a young 
physician to enter general practice. While this may 
still be true, it was learned that it is not realistic, for 
only 4 of 88 residents completed the full three years. 
A regular rotation of services was designed to give 
broad experience in the major fields of clinical prac- 
tice, but this was never fully implemented because the 
program departed from a rigid schedule and became 
highly flexible as to both duration and content. Sched- 
ules were individually tailored in an attempt to meet 
the needs and desires of each resident. Superficially 
this seemed to be an ideal plan, and it is in agreement 
with the recommendations of “The Essentials of a 
General Practice Residency.”* But serious disadvan- 
tages soon became evident. This plan assumed un- 
justifiably that a young and inexperienced physician 
was in a position to know precisely what he required 
for practice. The fallacy was disclosed by the frequen- 
cy with which residents asked to change their sched- 
ules. All too often, a resident would end up with an 
unbalanced program that was notably deficient in 
training for important segments of his future practice. 
Because only a limited number of positions were avail- 
able on several key services which were in greatest 
demand, favoring the needs and desires of some resi- 
dents to the detriment of others could not be avoided. 
After years of struggling with individualized programs, 
it seemed that one could never arrange a schedule that 
perfectly honored the needs of all. It may be noted that 
approved specialty residencies do not offer such wide 
freedom of choice in assignments, nor is it deemed 
desirable. 

Revised Program.—A comprehensive revision of the 
general practice residency at the University of Colo- 
rado became effective July 1, 1956. In its formulation, 
several concepts were believed to be important: 

1. The program should be one of graduate education 
having standards equivalent to those of a university 
hospital specialty residency. 

2. Two years is the minimal period of training in 
which a well-rounded and reasonably complete rota- 
tion can be accomplished through those clinical fields 
of greatest importance in general practice. An optional 
third year is desirable for those wishing optimal train- 
ing. 

3. General practice residents fall into two classes; 
those preparing for practice in rural or isolated com- 
munities and those preparing for a family-type prac- 
tice in larger communities where adequate specialty 
consultation is available. Two different programs to 
prepare for these two types of practice should satisfy 
the needs of the great majority of residents. 

4. Rather than flexible or individualized schedules, 
regular rotation of services should be arranged to in- 
sure a well-balanced and reasonably complete educa- 
tional experience. 
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5. Assignment to a clinical service should be for a 
long enough period for the resident to become ade- 
quately oriented to the field and its problems. Three 
months is considered to be the minimal acceptable 
assignment, except for a limited number of subspecialty 
electives. 

The revised two-year program offers a choice of two 
types of training. During the first year, the schedule 
of services is the same for all residents. In addition to 
three-month assignments on the medical wards and on 
the pediatric service, there are two assignments which 
are especially designed for general practice residents. 
In the general medical clinic, each resident serves for 
a period of three months. Here he practices compre- 
hensive medicine on his own patients and families, 
under the supervision of a full-time and volunteer 
faculty with special interest in this type of medicine. 
The resident has an opportunity to follow his patients 
for prolonged periods by returning to the clinic one 
day or two half-days weekly during subsequent as- 
signments. While assigned to this clinic, the resident 
also works on the emergency room service. 

The other special assignment consists of three months 
spent in one of the affiliated small community hospitals 
staffed primarily by general practitioners. Here the 
resident participates in small hospital practice away 
from a teaching medical center and in the kind of 
environment where he will eventually practice. This 
experience provides insight into many of the problems 
that occur in small hospitals as well as the practical 
problems of medical economics and sociology. Visits 
to practitioners’ offices in the community provide op- 
portunities to observe and discuss equipment require- 
ments, bookkeeping and record systems, and other 
essentials of practice. 

In the second year, the resident is offered a choice 
of either a “medical” or a “surgical” year. In the 
“medical” year, six months are divided between the 
psychosomatic medicine service and the medical out- 
patient clinics, including a variety of medical sub- 
specialty clinics. Combining these services seems more 
desirable than giving two three-month; full-time as- 
signments, for it permits the resident to follow his 
patients over longer periods of time. The remainder 
of the year is devoted to obstetrics (three months ) and 
to electives (three months). There may be a second 
three months of pediatrics for those with a special 
interest in this field. 

The second-year “surgical” program includes a three- 
month assignment on an active orthopedic and fracture 
service which affords both hospital and outpatient 
experience. Six months are devoted to general surgery, 
the time being divided between the surgical service 
of the university medical center hospitals and an af- 
filiated surgical service at the Bernalillo County-Indian 
Hospital at Albuquerque, N. Mex. This hospital service 
was selected because of an unusual wealth of clinical 
material and an exceptional opportunity for resident 
responsibility combined with adequate teaching super- 
vision. This is provided by a capable attending staff 
and two advanced surgical residents rotating from a 
Veterans Administration hospital. These services em- 
phasize experience in emergency surgery and that after 
trauma as well as common elective operations. A three- 
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month assignment on the obstetrics and gynecology 
service at the Bernalillo County-Indian Hospital com- 
pletes the second year. An individualized elective third 
year of residency is available for those desiring optimal 
training. 


Comment 


Twelve statements may be made which summarize 
my conception of the essentials of a general practice 
residency: 

1. The general practice residency should be equiv- 
alent in educational standards and training oppor- 
tunities to a specialty residency. 

2. The assignment of a resident to any service 
should be primarily for the educational value rather 
than for service considerations. 

3. Two years is the minimal time in which an ade- 
quate rotation can be accomplished through the clin- 
ical services which are of major importance in general 
practice. 

4. Assignment to a clinical service should be long 
enough to ensure an adequate orientation to the prob- 
lems of the field. Assignments should rarely be for less 
than three months, with the exception of a minimal 
number of subspecialty electives. 

5. The general practice resident should have oppor- 
tunities for patient responsibility commensurate with 
his ability, and in general such responsibility should 
be equivalent to that of a first-year specialty resident. 

6. Experience in the management of ambulatory 
patients should be emphasized. The resident should 
have an opportunity to develop rapport with his own 
patients and to follow them over a prolonged period, 
extending through the time he is assigned to various 
services. Throughout the ambulatory patient experi- 
ence, the resident should have easy access to an in- 
terested and competent staff for discussion, consulta- 
tion, and guidance in clinical problems. 

7. Primary teaching responsibilities are best as- 
sumed by the specialist staff of the service to which a 
general practice resident is assigned. It is believed that 
the specialist is best able to transmit an organized 
body of specialized knowledge and skills, but it is 
essential that he have a sympathetic attitude toward 
the general practice resident and a recognition of his 
special problems. 

8. If the staff of a hospital offering a general prac- 
tice residency does not have an active organized gen- 
eral practice section, then a short affiliation should be 
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arranged in a hospital which is staffed primarily by 
general practitioners, preferably in a small community 
hospital in a rural area. ' 

9. Two different programs of two years’ duration 
should be offered to meet the needs of two classes of 
residents, those preparing for practice in an isolated 
community and those preparing for a family-type prac. 
tice in larger communities where specialty consulta. 
tion is available. These should replace schedules which 
are flexible as to duration and content, and regular 
rotations of services should be provided which ensure 
a well-balanced and reasonably complete educational 
experience. 

10. If surgical training is offered, it should occupy 
all or most of an entire year and should be designed 
to specifically prepare the resident to cope with trav- 
matic and emergency situations. Surgical diagnosis, 
surgical principles, and minor surgery should be 
stressed. Time spent in the operating room should be 
devoted to assisting with and performing common 
emergency and elective procedures rather than assist- 
ing with advanced, highly specialized operations. 

11. The general practice residency must be con- 
ducted in a sympathetic atmosphere, one which offers 
the resident a dignity and prestige equal to that of the 
specialty residents. 

12. Finally, the general practice residency should 
engender good attitudes and high ideals as well as 
skills, and should make the resident proud to be in his 
chosen field. The resident should be stimulated to be- 
come a lifetime student, so that, after 20 years of prac- 
tice, he can truly say that he has had 20 years of ex- 
perience, not one year’s experience 20 times. 


4200 E. Ninth Ave.( 20). 
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Monocytic Leukemia.—Two varieties of monocytic leukemia are generally recognized. In one 
(Schilling type), the leukemic cells are believed to arise from the reticuloendothelial system, 
because of which the terms “reticulosis,” “leukemic reticuloendotheliosis,” and “histiocytic leu- 
kemia” are often applied. In the other form (Naegeli type), the cells are thought to arise from 
primitive cells in the bone marrow (monoblasts, myeloblasts). In the Schilling type there 
have been difficulties in distinguishing leukemia and aleukemic neoplasias from non-neoplastic 
hyperplasias; in the Naegeli type, monocytic and myeloid leukemias are not always clearly dis- 
tinguished from each other. The clinical, hematologic, and pathologic features of these two types 
have been described in detail. Nevertheless, there continues to be uncertainty regarding the 
frequency and extent of reticuloendothelian participation.—M. N. Richter, M.D., Origin of Leu- 
kemic Cells in Monocytic Leukemia, Laboratory Investigation, March-April, 1956. 
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EFFECTS OF CYCLOPROPANE ANESTHESIA ON THE 


CIRCULATION OF HUMAN BEINGS 


Murray C. Thompson, M.D., Robert T. Patrick, M.D. 


and 


Earl H. Wood, M.D., Ph.D., Rochester, Minn. 


Investigations of hemodynamics during anesthesia 
with cyclopropane have been carried out in man and 
in animals. Evidence has been presented in these 
publications demonstrating both increased and de- 
creased cardiac output.' The study described herein 
was undertaken to correlate cardiac output, level of 
arterial blood pressure, peripheral resistance, and 
central venous pressure with depth and duration of 
anesthesia with cyclopropane in man. 


Method 


Seven surgical patients with no discernible cardio- 
vascular or pulmonary disease were studied (table 1). 
Each patient was in the supine position throughout the 
period of observation. In each patient loss of blood 
was minimal, and in no instance was a vasopressor 
agent used. Respirations were assisted in all but one 
patient. 

A needle was inserted into the radial artery and 
connected with a cuvette oximeter * and strain-gauge 
manometer.* A cardiac catheter was passed centrally 
through an arm vein until its tip lay in the region 
of the superior vena cava. This catheter was connected 
to a strain-gauge manometer. Another strain-gauge 
manometer was connected to the airway assembly. An 
earpiece oximeter *” was placed. Electrocardiographic 
electrodes were secured to the right and left arms and 
the left leg. Electroencephalographic scalp electrodes 
were inserted in the skin over the frontal and occipital 
regions. Thus, the follow‘ng variables were recorded 
continuously: blood pressur> in the radial artery, cen- 
tral venous pressure, pressure in the airway, oxygen 
saturation of arterial blood, heart rate and rhythm, and 
the depth of anesthesia." 

At predetermined periods, arterial dye-dilution 
curves were recorded simultaneously at the radial 
artery and the ear, and samples of arterial blood were 
withdrawn to determine the pH. The dye solution in a 
volume of 1 or 2 cc. was injected as rapidly as possi- 
ble via the catheter into the superior vena cava. The 
average dose of Evans’ blue dye (T-1824) for each 
curve was 10 mg. The first dye-dilution curve was 
recorded while the patient was conscious and breath- 
ing pure oxygen 30 minutes after the intravenous 
administration of 10 mg. of morphine sulfate and 
0.4 mg. of atropine sulfate. Anesthesia with cyclopro- 
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* Seven patients, while under various electroen- 
cephalographic levels of cyclopropane anesthesia, 
were studied in relation to hemodynamics. Measure- 
ments included cardiac index, pulse rate, stroke 
volume, peripheral resistance of the circulatory sys- 
tem, and central, arterial, and venous pressures. The 
various levels of anesthesia caused changes in most 
of the measurable factors, but all alterations returned 
to preanesthetic levels as the anesthetic was with- 
drawn. 


pane and oxygen was then induced. The second dye- 
dilution curve was recorded when the patient had 
attained a light level of anesthesia, electroencephalo- 
graphic level 2. Sufficient dimethyl tubocurarine 
(Metubine) iodide was given intravenously to facili- 
tate tracheal intubation during light anesthesia. The 
third dye curve was recorded after intubation and 
during light anesthesia. Deep anesthesia, or anesthesia 
of electroencephalographic level 4, was induced, and 
a fourth dye-dilution curve was recorded. The patient 
was permitted to return to a light level of anesthesia, 
and a fifth dye curve was recorded. 


Tasce 1.—Data on Seven Patients Studied While Under 
Cyclopropane Anesthesia® 


Body 


Age, Weight, Surface, 

Case No. Yr. Sex Lb. Sq. M. 
49 M 159 1.86 
45 M 185 1.98 
M 173 1.85 
F 132 1.71 
F 132 1.65 


* All patients underwent cholecystectomy 


From the arterial dye-dilution curves, cardiac output 
was calculated by the conventional Hamilton method.° 
Stroke volume, peripheral resistance, and central blood 
volume were calculated also. 


Results 


Cardiac Index.—The cardiac index values are shown 
in table 2 and figure 1. The mean cardiac index of all 
conscious patients breathing pure oxygen was 4.2 
liters per minute per square meter of body surface, 
with a range of from 3.2 to 6.5 liters. The cardiac 
index decreased in all patients in anesthesia of elec- 
troencephalographic jievel 2 before intubation to a 
mean of 3.0 liters per minute per square meter, with 
a range of from 2.3 to 4.2 liters. After intubation the 
mean cardiac index was 3.8 liters per minute per 
square meter, with a range of from 2.8 to 5.2 liters. 
When anesthesia was deepened to electroencephalo- 
graphic level 4, the cardiac index decreased in all 
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patients from that during intubation and in four pa- 
tients from that at level 2 before intubation; the mean 
cardiac index at level 4 anesthesia was 2.5 liters, with 
a range of from 1.8 to 3.2 liters. With return to 
anesthesia of electroencephalographic level 2, the car- 
diac index in all patients increased; the mean cardiac 
index was 3.4 liters per minute per square meter, 
with a range of from 2.1 to 5.3 liters. 
Pulse Rate.—The pulse rates 
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volume decreased in all but two patients in whom no 
changes were noted. The mean stroke volume was 
37 cc. per beat per square meter, with a range of from 
30 to 40 cc. With return to anesthesia of electro. 
encephalographic level 2, stroke volume increased jp 
all but one patient in whom it decreased by 2 cc. The 
mean stroke volume was 42 cc. per beat per square 
meter, with a range of from 31 to 55 cc. 


are shown in table 2 and figure 
1. The mean pulse rate of all 
conscious patients was 92 beats 
per minute, with a range of 
from 69 to 120 beats. The heart 
rate of all patients but one de- 
creased in anesthesia of elec- 
troencephalographic level 2 
before intubation to a mean 
pulse rate of 74 beats per min- 
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ute, with a range of from 51 to 
102 beats. After intubation, the 
mean pulse rate was 87, with 
a range of from 60 to 100 beats. 
A decrease in pulse rate was 


AVERAGE DURATION OF 


80 Awake 20 


ANESTHESIA — minutes 


@ 


found in all patients in anes- 
thesia of electroencephalogra- 
phic level 4; the mean pulse 
rate was 66, with a range of 
from 48 to 82 beats. An in- 
crease in pulse rate was found 
on return to electrocardiogra- 
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rate was 80, with a range of 
from 60 to 102 beats. 

Stroke Volume.—The stroke 
volumes are shown in table 2 
and figure 1. The mean stroke 
volume of all conscious pa- 
tients was 43 cc. per heart beat 
per square meter of body sur- 
face, with a range of from 36 
to 50 cc. The mean stroke volume in anesthesia of 
electroencephalographic level 2 before intubation was 
41 cc. per beat per square meter, with a range of from 
35 to 50 cc. The stroke volume in one patient increased 
by 13 ce. after intubation. When anesthesia was deep- 
ened to electroencephalographic level 4, the stroke 


as listed in tables. Solid dots 
values for individual patients 
administer curare and intubate 


TaBLe 2.—Cardiac Index, Stroke Volume, and Pulse Rate in Seven Patients 
at Various Electroencephalographic Levels of Cyclopropane Anesthesia 


AVERAGE DURATION OF ANESTHESIA — minutes 


Fig. 1.—Graphs showing changes in cardiac index, pulse rate, stroke volume, and mean 
pressure in radial artery during cyclopropane anesthesia. Letters A to G represent cases 1 to 7 


with significant decrease in light anesthesia (electroencephalographic level 2) and further 
decrease in deep anesthesia (electroencephalographic level 4) and return toward values when 
awake on lightening level of anesthesia. 


20 40 


@ 


80 Awake 


represent average time at which observations were made, and 
are connected. Broken line represents average time taken to 
patient. Cardiac index and pulse rate parallel each other closely 


Peripheral Arterial Blood Pressure.—The mean pres- 
sure in the radial artery of all conscious patients was 
94 mm. Hg. Before intubation in all patients under 
anesthesia of electroencephalographic level 2, it in- 
creased to 109 mm. Hg, with a range of from 94 to 
135 mm. Hg (table 3, fig. 1). After intubation, the 


Depth of Anesthesia 


Level 2 
Awake "Before Intubation After Intubation Level 4 Level 2 
Car- Stroke Car Stroke Car- Stroke Car- Stroke Car- Stroke 
diac Pulse’ Vol- diae Pulse’ Vol- diae Pulse’ Vol- diac Pulse’ Vol- diac Pulse Vol- 
Case No. Index* Rate+ umet ‘Time$ Index* Rate+ umet Time$ Index* Ratet umet Time§ Index* Ratet umet Time§$ Index* Ratet ume} 
E sévdeursnvones 3.3 70 47 15 £.z 70 38 12 52 100 51 46 2.9 72 40 7 5.3 96 a5 
© teusdbeddattes 4.4 120 36 11 3.1 87 35 11 3.3 96 35 45 2.2 72 30 6 2.6 31 
D asacdesseteies 3.9 96 41 6 2.5 63 40 17 3.5 84 41 50 1.8 54 34 7 2.1 39 
iD ccwasvsiesnnes 3.2 69 45 7 2.3 51 45 17 2.8 60 47 45 2.3 48 39 10 2.9 
GD iivetcorndtics 6.5 112 49 7 4.2 102 40 19 3.8 96 40 45 3.2 82 40 8 4.5 
O ccccadiveies 4.3 81 50 4 3.3 66 BO 17 4.6 93 49 22 2.4 66 40 & 3.1 
- valeeameagnthhes 3.7 96 38 7 3.0 78 38 17 3.2 80 40 13 2.9 72 40 10 3.5 


* Expressed as liters per minute per square meter of body surface. 

+t Expressed as beats per minute. 

t Expressed as cubic centimeters per beat per square meter of body surface. 
§ Minutes after preceding observation. 
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mean arterial blood pressure level was 113 mm. Hg, 
with a range of from 100 to 140 mm. Hg. When the 
patient was under deep anesthesia, electroencephalo- 
graphic level 4, it was decreased in all but one patient, 
the mean arterial pressure being 103 mm. Hg, with a 
range of from 73 to 122. With return to anesthesia of 
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Central Venous Pressure —The mean central venous 
pressure of all conscious patients was 7 mm. Hg, with 
a range of from 3 to 12 mm. Hg (table 4). A significant 
increase in central venous pressure was found while 
the patient was in a light level of anesthesia; the mean 
pressure was 10 mm. Hg, with a range of from 5 to 


TABLE 3.—Levels of Peripheral Resistance and Mean Arterial Blood Pressure in Seven Patients 
at Various Electroencephalographic Levels of Cyclopropane Anesthesia 


Depth of Anesthesia 


_ 


Level 2 
A 
Awake Before Intubation After Intubation Level 4 Level 2 
Peripheral Peripheral Peripheral Peripheral Peripheral 
Resistance, Blood Resistance, Blood Resistance, Blood Resistance, Blood Resistance, Blood 
Case Dynes Pressure, Time, Dynes Pressure, Time, Dynes Pressure, Time, Dynes Pressure, Time, Dynes Pressure, 
No. See./Cm.5 Mm. Hg Min.* See./Cm.5 Mm. Hg Min.* Seec./Cm.5 Mm. Hg Min.* Sec./Cm.5 Mm. He Min.* See./Cm5 Mm. He 
1 1,199 92 15 1,722 114 12 866 1m 46 1,546 106 7 o60 119 
2 1,288 115 11 2,133 135 11 1,942 133 45 2,701 122 6 2,265 128 
3 1,028 100 6 1,970 122 17 1,628 140 iw 2,591 118 7 2,365 123 
4 1,191 87 7 1,782 97 17 1,534 10 45 1,366 73 10 14% 1m 
5 520 74 7 1,039 a4 19 1,230 12 45 1,542 100 s 1,078 14 
6 1,103 9s 4 1,478 1m 17 1,239 108 22 2,238 107 8 1,678 110 
7 1,047 9 7 1,430 102 17 1,486 110 13 1,422 100 10 1,287 106 


* After preceding observation. 


electroencephalographic level 2, the blood pressure 
level of each patient increased; the mean arterial 
pressure was 112 mm. Hg, with a range of from 102 
to 123 mm. Hg. 

Peripheral Resistance—The peripheral resistance 
values are shown in table 3 and figure 2. The mean 
peripheral resistance in the patients studied while 
conscious was 1,052 dynes seconds/centimeter,’ with 
a range of from 520 to 1,288. An increase in peripheral 
resistance was found in all patients in anesthesia of 
electroencephalographic level 2 before intubation; 
the mean peripheral resistance was 1,650 dynes sec- 
onds/centimeter ° with a range of from 1,039 to 2,133. 
After intubation the mean peripheral resistance was 
1,420 dynes seconds/centimeter,’ with a range of from 
866 to 1,942. The peripheral resistance increased in all 


TaBLe 4.—Central Venous Pressure in Seven Patients at Various 
Electroencephalographic Levels of Cyclopropane Anesthesia 


Depth of Anesthesia 


— 


Level 2 
Before After 

Central Intubation Intubation Level 4 Level 2 
Pres- Central Central Central Central 

sure Venous Vejious Venous Venous 
When Pies- Pres- Pres- Pres- 
Awake. sure, sure, sure, sure, 


Case Mm. Time Mm. Time, Mm. Time, Mm. Time, Min. 
No. Hg Min.* Hg Min.* Hg Min.* Hg Min.* Hg 


1 3 15 9 12 5 46 9 7 5 
2 7 11 11 11 10 45 10 6 & 
3 9 6 6 17 7 50 4 7 4 
4 6 7 10 17 8 45 9 10 6 
5) 12 7 13 19 13 5 15 8 11 
6 8 4 10 17 11 22 8 8 9 
7 3 7 11 17 11 13 10 10 4 


After preceding observation. 


but two patients while in a deep level of anesthesia; 
the mean peripheral resistance was 1,910 dynes sec- 
onds/centimeter,* with a range of from 1,422 to 2,701. 
On return to a light level of anesthesia, peripheral re- 
sistance decreased in all but one patient; the mean 
peripheral resistance was 1,590 dynes seconds/centi- 
meter,” with a range of from 960 to 2,265. 


13 mm Hg. In deep anesthesia no significant increase 
was evident; the mean pressure was 9 mm. Hg, with 
a range of from 4 to 15 mm. Hg. On return to a light 
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AVERAGE DURATION of ANESTHESIA—minutes 
Fig. 2.—Graph showing changes in peripheral resistance dur- 
ing cyclopropane anesthesia. Peripheral resistance increased 
significantly at all levels of anesthesia. Increase in peripheral 
resistance varies directly with depth of anesthesia, Letters A to 
G represent cases | to 7 as listed in tables. 


level of anesthesia a significant decrease in central 
venous pressure was evident; the mean pressure was 
7 mm. Hg, with a range of from 4 to 11 mm. Hg. 
pH of Arterial Blood.—The mean pH of arterial 
blood was 7.34, with a range of from 7.13 to 7.50. In 
only one patient was a marked change in pH noted, 
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and this was noted during deep anesthesia when the 
pH fell to 7.13. The lowest pH noted among all other 
patients was 7.23. 

Electrocardiographic Changes.—Electrocardiograph- 
ic changes were observed in one patient. This change 
consisted of a bigeminal type of pulse, observed dur- 
ing a deep level of anesthesia and disappearing on 
lightening of the level cf anesthesia. 

Arterial Oxygen Saturation.—All patients during this 
study were receiving 50% oxygen or more, and the 
arterial oxygen saturation ranged from 93 to 100%. 
There was no correlation between changes in arterial 
oxygen saturation and depth of anesthesia. 

Central Blood Volume.—The average central blood 
volume before the induction of anesthesia was 1.5 
liters per minute, with a range of from 0.92 to 2.1 
liters. There were no significant systematic changes in 
central blood volume with varying depths of anes- 
thesia (table 5). Significant increases in mean circu- 
lation time of the dye '* were obtained during a light 
level of anesthesia, with no significant change in 
mean circulation time in deep anesthesia. On emer- 
gence from deep anesthesia a significant decrease was 
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the decrease in stroke volume. The observed increases 
in central venous pressure would be compatible with 
this interpretation. 

Since respirations were assisted in these patients, jt 
is possible that the decrease in cardiac index was jy 
part due to increased pressure in the airway. However 
it is our impression that the mean airway pressure was 
not greater during deep levels than during light levels 
of anesthesia and that the variations in cardiac inde, 
under these conditions are attributable to the cyclo. 
propane. 

Peripheral resistance increased with light anesthesia 
and increased further during deep anesthesia. How- 
ever, as anesthesia was lightened again, peripheral 
resistance decreased rapidly. Therefore, the change in 
peripheral resistance was related directly to depth of 
anesthesia. It is interesting to note that the decreased 
cardiac output and pulse rate and the increase in mean 
arterial blood pressure and peripheral resistance found 
in this study paralleled those observations found in 
patients after being given infusions of levarterenol 
(/-norepinephrine ) bitartrate.° There is some evidence 
that the concentration of epinephrine-like substances 


Taste 5.—Central Blood Volume and Mean Circulation Time in Seven Patients 
at Various Electroencephalographic Levels of Cyclopropane Anesthesia 


Before Intubation 


After Intubation. 


Depth of Anesthesia 


— 


Awake Level 4 Level 2 
: Central Mean Central Mean Central Mean Central Mean Central Mean 
Blood Cireulation Blood Circulation Blood Cireulation Blood Cireulation Blood Circulation 
Case Volume, Time, Volume, Time, Volume, ime Volume, Time, Volume, Time, 
No Liters/Min. See. Liters/ Min. See. Liters/ Min. See. Liters/ Min. Sec. Liters/ Min. Sec. 
1 1.9 7.5 | 12.2 7.8 | 10.9 2.3 6.1 
2 1.2 5.1 0.95 7.3 1.1 7.3 0.80 7.9 0.73 6.8 
3 1.8 6.2 1.5 8.4 A 9.8 1.2 10.8 1.3 8.8 
4 $2 9.2 1.9 11.4 2.0 10.8 1.9 8.2 1.9 9.8 
5 0.92 5.6 1.3 6.6 1.5 8.2 es 7A 17 74 
6 1.5 6.0 14 7.0 1.3 54 2 8.2 1.3 6.8 
7 1.2 51 1.1 7A 1.2 7.6 i 7.6 0.95 6.2 


noted. Thus the mean circulation time reflected 
changes in cardiac output rather than in central blood 
volume. 


Comment 


Under the conditions of these observations a de- 
crease in cardiac index was uniformly seen with the 
onset of light anesthesia with cyclopropane. As anes- 
thesia deepened to level 4, the cardiac index decreased 
further in four of the seven patients. With returg of 
anesthesia to light levels, values for cardiae index 
increased rapidly toward those initially observed in 
all patients. Therefore, the decrease in cardiac index 
appears to be directly related to depth of anesthesia. 
During light anesthesia the decrease in cardiac index 
reflects primarily a decrease in pulse rate rather than 
in stroke volume, whereas the decrease in cardiac 
index in deep anesthesia reflects decreases in both 
pulse rate and stroke volume. The decrease in pulse 
rate may be due to a reflex response of the heart to 
increased arterial pressure or may represent direct 
depression of that part of the heart initiating the 
cardiac impulse. It is possible that cyclopropane di- 
rectly depresses the myocardium, thus accounting for 


in the blood is increased during cyclopropane anes- 
thesia.” The mean peripheral arterial blood pressure 
level was increased at all levels of anesthesia over the 
preanesthesia level, and, since all levels of anesthesia 
were accompanied by a decrease in cardiac output, it 
would appear that the increase in peripheral arterial 
blood pressure was a result of increased peripheral 
resistance. 

All hemodynamic variables returned rapidly toward 
preanesthetic values on lightening of the level of 
anesthesia. This is compatible with rapid elimination 
of cyclopropane from the patient and offers an explana- 
tion for the value obtained after intubation. During 
the period of intubation when the patient was breath- 
ing air, cyclopropane was rapidly lost by exhalation 
and anesthesia became lighter. Anesthesia of electro- 
encephalographic level 2 was induced again in each 
patient. The resulting changes in the hemodynamic 
variables were probably due to failure of the patient 
to reach an anesthetic equilibrium at this level before 
observations were made. 

Of interest in this study was the cardiac arrhythmia 
that occurred in one patient (case 1). The arrhythmia 
occurred during deep anesthesia only and was c0- 
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existent with a low pH of arterial blood and depressed 
respirations. This was the only patient in the series 
whose respirations were unassisted. 


Summary 


Hemodynamic variables were studied while seven 
surgical patients were in different electroencephalo- 
graphic levels of cyclopropane anesthesia. Cardiac 
index and pulse rate decreased with increasing depth 
of anesthesia. The stroke volume showed no significant 
change during light anesthesia; during deep anesthesia 
a significant decrease was noted. Peripheral resistance 
increased with increasing depth of anesthesia. An in- 
crease in arterial blood pressure over preanesthetic 
levels was observed at all levels of anesthesia. There 
was no consistent change in calculated central blood 
volume, but a moderate increase in central venous 
pressure occurred during anesthesia. The hemodynam- 
ic alterations during cyclopropane anesthesia rapidly 
returned toward preanesthetic values on lightening of 
the level of anesthesia. 
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Hormone-Dependent Cancers.—Reviewing our present knowledge of hormones in relation to 
cancer, we can say that certain cancers of the breast and of the prostate are hormone-de- 
dendent; in such cases, if the stimulating hormone is removed from the body by operation, 
or neutralized by giving an antagonistic hormone, the tumour regresses. Other tumours of 
these organs are hormone-independent. Possibly some tumours which first show a regression 
following removal of the hormonal stimulus but which later relapse, may have changed their 
character from a hormone-dependent tumour to a hormone-independent tumour, but we can- 
not be certain of this as yet; in some relapsing cases production of the stimulating hormone 
elsewhere in the body, as in the glandular “rests” may bring about a reactivation of the 
tumour. Mammary cancers may be classified into cestrogen-dependent and non-cestrogen de- 
pendent tumours. If the ovaries produce almost all the circulating oestrogen in the body in 
some premenopausal women and the adrenals either none at all or an amount below the 
threshold of tumour stimulation, then there may be a regression following oophorectomy; the 
subsequent relapse may be due to a gradual increase in the output of oestrogen from the 
adrenal. In other premenopausal women a regression probably only follows the removal of 
both the ovaries and the adrenals. Within these limitations therefore we can use the terms 
ovary-dependent and adrenal-dependent tumours. In the postmenopausal group, when the 
ovaries are partly atrophied, the adrenals produce most of the oestrogen, hence the removal 
of the adrenals as well as the ovaries is necessary to bring about a regression. The evidence 
suggests that there is also a growth-hormone dependent tumour, so that hypophysectomy may 
cause a regression in some cases which have not been influenced by oophorectomy and/or 
adrenalectomy. Many prostatic cancers are androgen-dependent and _testis-dependent; de- 
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pendence upon the adrenal appears to be much less common than in mammary cancers.— 
L. N. Pyrah, Hormones in the Treatment of Cancer of the Breast and Prostate, The British 
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CYSTINOSIS 
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IN AN ADULT 


David G. Cogan, M.D., Toichiro Kuwabara, M.D., Jin Kinoshita, Ph.D., Linus Sheehan, M.D. 


and 


Lorenzo Merola, B.S., Boston 


Cystinosis, or the Lignac-Fanconi syndrome, is a 
well-established entity,’ occurring in infants and chil- 
dren, wherein crystals of cystine are deposited in 
many tissues of the body, including the cornea and 
conjunctiva. Here the crystals can be seen, by slit-lamp 
examination, to have a characteristic appearance and 
distribution that can be differentiated readily from 
any other condition. Patients with cystinosis usually 
fail to grow properly (dwarfism) and have renal 
tubular disease with consequent glycosuria, aminoaci- 
duria, and hypokalemia. Rarely have such patients 
survived the first decade of life. 

We have had occasion to study a normal adult who 
had crystalline deposits in his corneas and conjunc- 
tivas identical to those that have been described in 
children and infants with cystinosis. The crystals had 
the same distribution clinically and histologically and 
they gave the same results histochemically and chro- 
matographically as we and others have previously 
found with crystals from the conjunctivas of patients 
with cystinosis. We are aware of only one possibly 
similar case of cystinosis in an otherwise normal adult, 
reported by Burki and Rohner.’ This was in a 50- 
year-old woman who was found to have crystals in 
the cornea that were clinically similar to those found 
in infants with cystinosis. No crystals were seen in the 
conjunctiva, and no biopsy was done. Systemic investi- 
gation showed only a questionably significant amino- 
aciduria. 

The significance of these two cases lies in the 
inference that cystinosis in the adult is a benign condi- 
tion, in contrast to the disease in children, which is 
almost universally fatal. 


Report of a Case 


The patient was a 23-year-old university student who was in- 
cidentally discovered to have crystals in his cornea and con- 
junctiva during a routine examination for refraction. The only 
symptoms referable to his eyes were those attributable to a low 
degree of myopia. Excepting for one occasion, when, at the age 
of 9 years, he was told that urinalysis indicated that he had 
diabetes, he had had no signficant medical abnormality and he 
had developed normally. The results of several subsequent urine 
tests and one blood sugar determination were said to have been 
normal. 

The patient was 6 ft. (183 cm.) in height, weighed 180 Ib. 
(81.6 kg.), and showed normal osseous and muscular develop- 
ment. Nothing of significance was found on physical examination 
except mild acne of the face and back. The blood pressure was 
152/84 mm. Hg. There were no tophi and there was no limita- 
tion of joint movement and no enlargement of the liver. 

The only significant abnormality found was in the eyes, and 
here the changes could be seen definitely only on slit-lamp ex- 
amination. The faintest possible haze of the cornea could be 
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* In contrast to the disease in children, which is 
usually fatal, cystinosis (deposits of cystine crystals 
in tissues of the body) in the two reported instances 
occurring in adults was a relatively benign condition. 
This condition, sometimes called Lignac-Fanconi syn- 
drome, should not be confused with benign cystinuria 
of adults, in which the cystine level in the urine is 
elevated but there are no crystals in tissues. In the 
case reported, cystine crystals were discovered in the 
cornea and conjunctiva during a routine examination. 


seen by the naked eyes with strong focal illumination, and noth- 
ing abnormal could be seen by ophthalmoscopy. The corrected 
visual acuity was 20/15 in each eye. When viewed by slit-lamp 
biomicroscopy, however, the corneas were seen to be uniformly 
studded with a myriad of highly reflectile particles situated in 
the anterior half of the stroma centrally but extending through- 
out the entire thickness of the stroma peripherally. In this latter 
region, a lamina of the particles was situated just in front of the 
posterior surface, extending several millimeters toward the pupil- 
lary area, so that the particles had an hourglass distribution in 
the periphery of the cornea. The particles extended across the 
limbus without any line of demarcation. 

The individual particles appeared with the high magnification 
( X20) to consist of conglomerates of highly reflectile, polychro- 
matic needles arranged in a random fashion. They did not fluo- 
resce with ultraviolet light. An attempt was made to photograph 
them with the Donaldson camera ( fig. 1). 

The conjunctivas also showed numerous abnormal deposits 
scattered throughout the superficial stroma. In apparent contrast 
to those in the cornea, these particles appeared chalk-white and 
nonreflectile. They were more obviously clumped and not as 
uniformly distributed as in the corneal stroma. They did not 
appear to be oriented about the blood vessels or any other rec- 
ognizable structure of the conjunctiva. Because of the white back- 
ground of the sclera, they were less conspicuous than those of 
the cornea and could not be photographed. 

A preliminary urinalysis done prior to the patient’s hospitaliza- 
tion showed a trace of reducing substance in the urine when it 
was tested with Fehling’s solution, but subsequent 24-hour speci- 
mens showed no reducing substances. The alpha amino nitrogen 
excretion in a 24-hour urine sample was 89 mg. per liter, with a 
total nitrogen level of 16.2 Gm. per liter, thus showing that 
0.55% of the nitrogen in the urine was directly attributable to 
amino acids. The uric acid level was 81 mg. per 100 cc. Blood 
studies, interpreted as normal, gave the following results: the 
level of uric acid was 5.3 mg. per 100 cc.; of carbon dioxide, 
32 mEq.; of sodium, 137 mEq.; of potassium, 4.4 mEq.; and of 
chlorides, 100 mEq. per liter; the pH was 7.48. 

An elliptical piece of conjunctiva measuring 4 by 7 mm, was 
removed from the temporal portion of one eye for chromato- 
graphic and histological study. Sections were cut with the speci- 
men in the fresh-frozen state and after it had been fixed with 
alcohol. After approximately 30 sections had been cut, the re- 
maining tissue was placed in 5 ml. of 4% formaldehyde solution 
for 18 to 20 hours. This dissolved out the crystals (as shown by 
section of the remaining tissue), and the formaldehyde solution 
was filtered and brought to dryness in a vacuum. The residue 
was repeatedly dissolved in 1 N hydrochloric acid and dried to 
insure total removal of the formaldehyde. The residue was then 
dissolved in 5 ml. of water and dried to remove the hydrochloric 
acid. Finally, the dried residue was dissolved in 0.1 ml. of 0.1 
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V hydrochloric acid and the solution concentrated to 10 to 20 
microliters. The concentrate was spotted on Whatman no. | filter 
paper for chromatographic separation and identification. 

Formaldehyde extracts were prepared in this way on two sepa- 
rate pieces of conjunctiva and chromatographed in two dimen- 
sions, With use of butanol:acetic acid:water (4:1:5) for one 
dimension and water-saturated phenol containing a 0.19% cyanide 
solution in the chamber for the second dimension. The chromato- 
ram was developed by ascending technique, with 21 hours in 
hutanol:acetic acid: water and 20 hours in water-saturated phe- 
nol. The papers were then dried and sprayed with a 2% alcoholic 
solution of ninhydrin for location of position of the amino acids. 

Solutions of 22 known amino acids were run in the same sol- 
vent systems for the same length of time for reference, but only 
those for which the results corresponded to the results with the 
spots obtained from the biopsy specimen will be mentioned. 
Extraction and chromatography were done similarly on conjunc- 
tival biopsies obtained from two normal persons. The specimen 
obtained from the patient here described showed spots corre- 
sponding to aminoacetic acid ( glycine ), tyrosine, serine, oxidized 
glutathione, cystine, alanine, and leucine, while the two control 
specimens showed cystine, serine, leucine, and alanine. Although 
the control specimens were of the same approximate size as the 
test specimen, the chromatographic spots were weaker for all the 
amino acids by a factor of approximately 3. These results were 
interpreted as indicating that the patient in question did show an 
abnormal amount of cystine in the conjunctiva as well as an ex- 
cess of several other amino acids. Chromatography has previously 
been employed several times for the identification of the con- 
junctional crystals in infantile cystinosis.* 


Fig. 1.—Photograph of eye. Highly reflectile particles can be 
seen about image of light reflected from cornea. Actually, crystals 
were uniformly distributed over entire anterior portion of cornea. 


Sections of the fresh-frozen and alcohol-fixed tissue 
showed abundant crystals in the region of the 
epithelial stromal junction, without any reaction on 
the part of the tissue (fig. 2). The crystals were pre- 
dominantly rectangles of various sizes, but all were 
less than 10n, with occasional squares and hexagons. 
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Many were vividly birefringent (fig. 3). The crystals 
appeared to be free in the tissue and were often 
present as clumped masses such as had been seen 
clinically. None were definitely intracellular. 

The preponderance of the crystals in the epithelial- 
stromal area was a conspicuous feature. Some of the 
crystals appeared to be within the deep epithelial 


Fig. 2.—Biopsy specimen of conjunctiva stained according to 
the von Kossa technique. Crystals blackened by reduced silver 
can be seen predominantly situated at epithelial-stromal junction. 


layers and some in the most superficial stroma, but 
none were more than 0.5 mm. from the junction. Many 
clumps seemed to be aggregates about the rete pegs. 
There were no concentrations in the walls of blood 
vessels such as we have observed in a case of infantile 
cystinosis.” The crystals did not take the eosin or 
hematoxylin stains, but, as previously found in the 
case of infantile cystinosis,“ they were outlined by 
the silver of the von Kossa stain and their visibility 
was thereby enhanced. 

To determine whether the crystalline deposits in the 
present case were identical with those in classic 
cystinosis of infancy, a series of sections from the 
present patient and from a patient with a proved 
case of cystinosis ““ were immersed in solutions of 
different pH for various lengths of time. In all in- 
stances it was found that the crystals were readily 
soluble in solutions of sodium hydroxide having a pH 
of 9 or more and slowly soluble in the pH range of 
6 to 9. In acid ranges (hydrochloric acid) the crystals 
were more slowly soluble. Known cystine crystals 
embedded in gelatin and treated in the same way 
behaved similarly. The crystals in the tissue of the 
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present patient were insoluble in ether, acetone, and 
chloroform and only slightly soluble in methyl] alcohol 
and ethyl alcohol. 

Finally, the specificity of the crystals as cystine was 
established by determining their relative insolubility 
in a cystine-saturated solution. Sections from the 
present patient and from a patient with known cys- 
tinosis were immersed in phosphate buffers adjusted 
to pH 3.8. Whereas the crystals began to disappear in 
about 15 minutes in solutions that had not had cystine 
added, they showed no change in 24 hours’ time in 
solutions that were saturated with cystine. This pro- 
cedure, suggested to us by Dr. Morton Grant, does 
not appear to have been employed previously in iden- 
tification of crystals in cystinosis, but it is a simple 
and seemingly reliable test of considerable specificity. 


Fig. 3.—Photograph of crystals in tissue taken through crossed 
polaroids. 


Comment 


There can be little doubt of the identity of the 
ocular findings in this case and in cases of juvenile 
cystinosis. The clinical and histological findings are 
identical, and the chromatographic findings and re- 
sults of solubility studies are consistent with such an 
identification. It was not possible in our case, nor in 
the one probably similar case previously reported, to 
obtain material from tissue other than the eye, but 
it would seem most unlikely that this deposition of 
crystals was limited to the cornea and to the conjunc- 
tiva. It is also not possible to state how long the crystals 
had been present in our patient. Thus we cannot state 
that the present case arose de novo in the adult. What 
is important is that this case and the one previously 
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reported by Burki and Rohner? show that, in the 
adult, cystine crystals may be deposited in tissue 
abundantly without necessarily involving a graye 
prognosis such as is the case in infantile cystinosis. 
The present case is, of course, not to be confused 
with the so-called benign cystinuria of adults. This 
latter process, which appears to be due to lowered 
renal threshold, differs in that the cystine level in the 
urine is elevated but there are no crystals in tissues, 
The deposition of crystals in cystinosis is believed to 
be associated with the relative insolubility of cystine in 
body fluids. In our patient, the striking predilection of 
the deposits for the subepithelial zone of the cornea 
(and to a lesser extent for the subendothelial region 
of the cornea) and for the epithelial-stromal boundary 
of the conjunctiva suggests that the epithelium, no- 
toriously high in sulfhydryls, favors the local precipi- 
tation of cystine or accumulation of excess cystine, 


Summary 


A case has been discovered of what is believed to 
be cystinosis in an otherwise healthy adult. This is 
the second case of its kind in the literature and the 
first to have been studied histochemically and chro- 
matographically. Cystine crystals were found abun- 
dantly in the cornea and conjunctiva. Although the 
ocular features were identical, clinically and patho- 
logically, with those often observed in cystinosis of 
infants and children, the clinical course of the disease 
is entirely different. Whereas its pediatric counterpart 
is accompanied by dwarfism, renal tubular insuff- 
ciency, and usually death within the first decade, the 
disease in the adult is entirely benign. 


Addendum 


Since the foregoing report was submitted, Mr. 
Jeremiah Silbert of this laboratory has succeeded in 
dissecting out a small quantity of the individual 
crystals by means of micromanipulation. These crys- 
tals were subjected to chromatographic analysis 
(butanol:acetic acid:water) and found to have the 
same approximate Rf value as a control sample of 
cystine, and these values coincide most nearly with 
those for the cystine extracted from the conjunctiva, 
as described in the paper. 


243 Charles St. (14) (Dr. Cogan). 


References 


1. Bickel, H., and others: Cystine Storage Disease with Amino- 
aciduria and Dwarfism (Lignac-Fanconi Disease ), Acta Paediat. 
(supp. 90) 4231-237, 1952. 

2. Burki, E., and Rohner, M.: Ein seltener Fall von kristalliner 
Hornhautdegeneration, Ophthalmologica 123211-217 (April- 
May) 1955. 

3. (a) Footnote 1. (b) Schiff, F. S.: Cystine Deposits of Cor- 
nea and Conjunctiva, Registry of Interesting Cases, A. M. A. 
Arch. Ophth. 5332434-436 (March) 1955. (c) Coyan, D. G., 
and others: Ocular Manifestations of Systemic Cystinosis, ibid. 
$5:36-41 (Jan.) 1956. (d) Dern, P. L.: Amino-aciduria with 
Cystinosis: Case Report with Determination of Urinary Amino 
Acids and Ocular Cystine, Ann. Int. Med. 463138-143 (Jan.) 
1957. 


| 
to. 
int 
ser 
ext 
sul 
chl 
’ 
Gi 
ate 4 — 
ci 
P 
‘ 
‘ 
2 
Vv 
t] 
si 
le 
f 
< 
f 
ti 
© 


1957 
1 the 


Ssues 
2Tave 
sis, 

Fused 
This 
n the 
es, 

ed to 
ne in 
on of 
mea 
Zion 
dary 
no- 
Cipi- 
tine, 


d to 
is is 
the 
hro- 
the 
tho- 
s of 


Vol. 164, No. 4 


397 


ETIOLOGICAL ROLE OF SODIUM CHLORIDE INTAKE IN ESSENTIAL 
HYPERTENSION 


Lewis K. Dahl, M.D. 


and 


IN HUMANS 


Robert A. Love, M.D., Upton, N. Y. 


In 1954 we presented evidence that was interpreted 
to indicate a relationship between the level of sodium 
intake and human essential hypertension.’ The original 
series of observations on 547 subjects has now been 
extended to include a total of 1,346 adults. The earlier 
findings have been confirmed: the data are highly 
suggestive of a correlation between salt (i. e., sodium 
chloride) intake and the incidence of hypertension. 

The original paper '" may be consulted for details 
of the rationale. The possible role of sodium in the 
etiology of essential hypertension in humans was 
suggested by (1) the need for sodium in the pro- 
duction of certain forms of experimental hyperten- 
sion*; (2) the virtual absence of hypertension among 
primitive races, all of whom appear to have a low- 
sodium diet’; and (3) the amelioration of hyper- 
tension in some persons by restriction of sodium.° 
Given these three observations, the following question 
was suggested: Did individuals who had an apparently 
higher salt intake have significantly more hypertension 
than those with a lower salt intake? If the answer 
were that high salt intakes were indeed associated 
more frequently with hypertension, a cause-effect re- 
lationship would certainly be implicated, although 
not necessarily established. While the effects of sodium 
and chloride could not be separated here, all experi- 
mental and clinical evidence indicated that it was the 
sodium, not the chloride, ion that was important. 
For this discussion, therefore, the terms sodium chlo- 
ride and salt may be interpreted to refer only to sodium. 


Material and Method 


Early in 1953 the present study was begun on every 
member of the Brookhaven Laboratory staff who 
reported for annual physical examination to one of 
us (R. A. L.). Both scientific and nonscientific per- 
sonnel were included, and no selection by the physi- 
cian occurred. However, the following selective 
processes were known to be in operation: 1. Pre- 
employment physical examinations would tend to 
eliminate individuals with serious diseases of any sort. 
2. Because of the laboratory's young age (about 10 
years ) and the character of the research (the study of 
the atomic nucleus and isotopes ), the mean age of the 
scientists as well as their associates probably would be 
lower than the national average. 3. The employment 
policies at the laboratory limited the age range to 
from 18 to 65. 4. Females had the frequently exercised 
prerogative of being examined by a woman physician, 
so that the total sample had a 5:1 ratio of males to 
females. 


From the Medical Department, Brookhaven National Labora- 
tory. 


© The possibility that a high dietary intake of so- 
dium chloride might predispose an individual to 
hypertension was investigated by classifying 1,346 
adults according to their blood pressure and again 
according to their habitual consumption of table salt. 
The 105 persons classified as hypertensive were 
found not to be randomly distributed; there were 61 
among the 581 persons with high salt intake, 43 
among the 630 with average salt intake, and | 
among the 135 with low salt intake. The departure 
from randomness of distribution was not explainable 
as an accident of sampling, and the association be- 
tween salt intake and hypertension was accepted as 
significant. Further classification of the subjects as 
thin, average, overweight, and fat showed that 
obesity further increased the probability of hyper- 
tension in people on high salt intake. 


In our society it seemed likely that the major source 
of variation in salt intake might derive from the addi- 
tion of salt at the table by the individual concerned. 
Of perhaps equal importance, however, was the fact 
that this addition of salt could be qualitatively an- 
alyzed over a lifetime. With this rationale in mind, 
each person was questioned as to his salt intake and 
classified into one of three groups, as follows: 1. Low 
intake—this individual denied adding, or ever having 
added, salt to his food at the table (the present wide- 
spread use of low-sodium diets made it imperative 
to specify whether the separation from salt shakers 
had been recent or lifelong). 2. Average intake—this 
individual added salt to his food, if after tasting, it 
was insufficiently salty for his palate. 3. High intake— 
this person routinely added salt to foods customarily 
salted before tasting them. An individual who would 
have been classified as a member of the high or aver- 
age groups by past habits, but who had changed to 
average or low intake for any reason, was classified 
as a member of the group with the greater intake to 
which he had belonged formerly. 

As mentioned earlier,'” certain defects in this type of 
classification were obvious: 1. It lacked precision in 
estimating the intake. 2. No allowance was made for 
variation in the salt content of foods prior to their 
arrival at the table due to natural variations in content 
as well as those diversities due to preparation, preser- 
vation, and cooking. 3. No provision was made for 
differences in perception of saltiness among individuals 
or even possibly in the same individual at different 
times. Despite these known limitations, it was believed 
that with sufficient members in the series some or 
all of these variables might be canceled out and the 
conceptual implication of « low versus a high salt in- 
take might be tested. 
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At the time of the physical examination, record was 
made of the subject’s age, sex, blood pressure, race, 
and nutritional state. The number of non-Caucasians 
proved to be so small that race has been disregarded 
in the calculations. Estimates of nutritional state were 


TaBLe 1.—Uncorrected Data on Salt Intake and 
Incidence of Hypertension in Humans® 


Subjeets with 
Total Subjects Hypertension 


% of % of 


% 
Sodium Chloride Intake No. Total No. Intake Group 
135 10.0 1 0.7 
630 46.8 43 6.8 
1,346 100.0 105 7.8 


* The distribution of subjects with hypertension was significantly differ- 
ent among the three groups as tested by the chi-square distribution, with 
X? = 16.1 and p<0.001. 


based upon the undressed appearance, from which 
each patient was classified as thin, normal, overweight, 
or fat. Although this classification was not exact, there 
appeared to be no need for more detailed anthropo- 
metric classification. The blood pressure was measured 
with a mercury sphygmomanometer while the patient 
sat quietly in the upright position with the arm resting 
easily on the examiner's table. Systolic and diastolic 
blood pressure levels were assumed to be represented 
by the first and fourth auscultatory phases, as recom- 
mended by a committee of the American Heart As- 
sociation.* Hypertension was defined as a level of at 
least 140 mm. Hg systolic in combination with a pres- 
sure of at least 90 mm. Hg diastolic. If the blood 
pressure was not in this (defined) hypertensive range 
at the time of the examination but previous incontest- 
able records of such elevation were available, this fact 
was noted and such individuals were classified as 
having hypertension. Although not all persons with 
transient elevations of blood pressure will develop 
sustained hypertension, available data suggest that 
among such individuals the disease occurs at least two 
or three times more often than in persons without such 
transient elevations.’ It might be of added significance 
if even these persons with possible hypertension were 
found to be absent in the low-intake group. 


TaBLe 2.—Sodium Intake, by Age and Sex of Subjects® 


Males Females 

% of % of 

Sodium Chioride Intake Intake 

Intake Age, Yr. No. Group No. Group 
35.2(+9.2) 101 74.8 34 25.2 
34.7(10.3) 522 82.9 108 17.1 
34.4(+10.0) 501 86.2 80 13.8 
34.6(+10.0) 1,124 83.5 222 16.5 


*Sex distribution significantly different among the three groups 
(pmo.01), 


Observations 


The uncorrected data on 1,346 consecutive patients 
are shown in table 1. ( Data on three subjects were ex- 
cluded as of no consequence in the present study.’”) 
Very briefly, among the 135, 630, and 581 members of 
the low, average, and high sodium chloride intake 
groups, there were 1, 43, and 61 persons with hyper- 
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tension respectively. The group with average sult jp. 
take had an incidence of hypertension that did no 
differ significantly from that predicted by randoy 
distribution and therefore is irrelevant to the develop. 
ment of the thesis in this paper. This table indicate 
that the probability that a distribution of hypertensio, 
like that found among these three groups would occ 
by chance is less than 1 in 1,000 (chi square = 16) 
p<0.001). From table 2, it is evident that, while mea, 
ages were the same among the three groups, sex djs. 
tribution differed significantly, with more females jy 
the low-intake group. Although this difference prob. 
ably is of no importance at these ages, the data wer 
then analyzed for the 1,124 males, as shown in table 3 
The findings remain essentially unchanged from those 
shown in table 1. Again there was a high degree of 
statistical significance to the distribution among the 
three groups (p<0.001). When tested against nul 
value, the low-intake group had significantly le 
(p<0.01) hypertension and the high-intake group had 
significantly more (p<0.02) hypertension than would 
have occurred by chance alone. 

The nutritional classifications of the 1,124 male sub- 
jects are outlined in table 4. There was no significant 


TABLE 3.—Corrected Incidence® of Hypertension in Males Oni, 


Subjects with 
Hypertension 


Total Subjects % of 


All with % 
Sodium Chloride % of Hyper- Intak 
Intake Age, Yr. No. Total No. tension Grow 

36.8( 9.4) 101 9.0 1 1 1 
36.1(10.7) 522 46.4 38 39 7.3 
35.7(10.2) 501 44.6 58 60 11.6 
36.0(10.4) 1,124 100 97 100 86 


“For all three groups, X?= 14.3 and p<0.001; for low-intake group 
X? = 7.42 and p<0.01: for high-intake group, X? = 5.54 and p<0.02. 


difference among the three salt-intake groups; how- 
ever, the percentage of overweight or fat individuals 
(46.5%) among the males with hypertension, shown 
in table 5, exceeded that among the entire male pop- 
ulation (26.8%) to a significant degree (p<0.001). 
For statistical analysis the four nutritional groups 
were combined into two: thin and normal became 
“non-overweight,’ and overweight and fat became 
“overweight.” Comparisons then were made among 
individuals who were classified as having low or high 
salt intakes and who were overweight or non-over- 
weight. Table 6 summarizes the significant differences 
found by such comparisons. The following conclu- 
sions may be drawn from the data in table 6: 1. Indi- 
viduals who are not overweight but who are on a 
high-salt diet will have several times the incidence of 
hypertension found in similar individuals on a low- 
salt diet. 2. Among individuals who are on a high-salt 
diet, those who are overweight will have significantly 
more hypertension than will those who are not over- 
weight. 3. Those individuals who are both overweight 
and on a high-salt diet will have a much greater inci- 
dence of hypertension than will individuals not over- 
weight and on a low-sodium diet. 
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Comment 


One important question still to be answered is 
whether the three salt-intake classifications used in 
this study have any relation to actual salt ingestion. 
Originally '” it was thought that the classification might 
be useful for the low and high groups but that prob- 
ably the average group would extend over the entire 
spectrum from low to high. Some preliminary data 
suggest that this is correct. A series of individuals from 
all three groups, with and without hypertension, has 
now been studied by collecting all urines for a min- 
imum period of 7 days (and up to 38), from which 
an accurate index of sodium intake can be realized.° 
From these data it is pertinent to note that the indi- 
viduals with a low intake without hypertension had 
significantly lower urine sodium outputs (and there- 
fore intakes ) than the persons with hypertension, what- 
ever the group into which the latter had been classi- 
fied in this study. Furthermore, the single subject 
with a low intake who was found to have hypertension 
had a urine sodium level like that of the other hyper- 
tensives, rather than similar to that of the other mem- 
bers of the low-intake group. From these unpublished 
observations, it is likely that the following conclusions 


TABLE 4.—Nutritional Grouping of 1,124 Males 


Sodium Chloride Intake 


Low Average High Total 
Nutritional Groups No. % No. % No. % No. & 
16 7 134 75 15.0 161 14.3 
73.2 
62 G14 314 60.2 286 57.0 662 58.9 
ee 20 #198 112 21.4 116 23.2 248 22.1 | 
26.8 
3 30 © 50 48 58 4.7 | 


WUE... 101) 100.0 522 100.0 501 100.0 1,124 100.0 


will emerge: the arbitrary low-average-high classifica- 
tion based on the use of salt at the table, which was 
devised for exploration of a theory, probably is gen- 
erally valid. It will, however, be subject to individual 
exceptions, because of the defects noted earlier in 
this paper. However, the data suggest that among 
those individuals who actually have a low-sodium diet, 
as measured by urine sodium level, hypertension 
will be significantly less than among those people 
who have a high-sodium diet, judged in the same 
fashion. Therefore, the original thesis seems valid; 
namely, that there is a significant relationship between 
the level of sodium intake and the development of 
essential hypertension. 

The question will be asked as to whether the en- 
hanced salt intake of individuals predisposed to or with 
hypertension is caused by, rather than a cause of, the 
disease. It has been suggested that persons with hyper- 
tension have an increased appetite for salt.” The 
present report cannot exclude this possibility. It may be 
pertinent to note, however, that for eight years one 
of us (L. K. D.) has used drastic prolonged lim- 
itation of sodium (40-125 mg. per day) in the study 
and treatment of patients in all stages of this illness. 
This was done under metabolic ward conditions, with- 
out evidence of salt-craving, such as might be expected 
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if excessive salt appetite were part of the disease. 
Since many of these patients had been very heavy 
users of salt prior to such reduction, this probably is 
relevant to the present discussion. 


TABLE 5.—Nutritional Grouping of Males with Hypertension 


Sodium Chloride Intake Total 
Nutrition Groups Low Average High No % 
ees 2 8 5 5.1 
538.5 
19 2s 47 484 
‘46.5 
1 4 7 12 124 
1 38 7 100.0 


It seems fairly well established that essential hyper- 
tension occurs more commonly in certain families than 
in others.* If this represents true hereditary rather than 
common environmental factors, it does not mean that 
heredity alone is sufficient. In rheumatic fever, for in- 
stance, hereditary factors are known to be important *; 
yet, if streptococcic infections are avoided with pro- 
phylactic antibacterial therapy, rheumatic fever does 
not result.” We would like to suggest that similarly, 
in the individual hereditarily predisposed to essential 
hypertension, the actual etiological agent is environ- 
mental; namely, the level of ingestion of salt. In people 
without such hereditary predisposition, resistance to 
the effects of ingestion of sodium might be greater, 
but this resistance could be overcome by a greater 
ingestion over a longer period. 

The failure of many people on a high-salt diet 
to develop hypertension does not necessarily invali- 
date the proposed hyothesis: With most disease- 
inciting agents, exposures of apparently equal degree 
of different individuals will be followed by develop- 
ment of the disease in some but not in others. Pre- 
sumably in essential hypertension there are unknown 
factors that are of importance in modifying the effect 
of a given level of ingestion of sodium. 

It is known that overweight individuals suffer from 
hyertension more commonly than do non-overweight 
subjects.'' Could it be that im eating more food gen- 
erally, more salt is ingested simultaneously? This is 
one possible explanation at least. 


Tas_e 6.—Statistically Important Difference® in Incidence 
of Hypertension in Males Only 


Non-overweight subjects 


High sodium chloride intake 
Vs. X? = 7.2, 
Low sodium chloride intake 


High sodium chloride subjects 


Overweight 
= 10.8, p = 0.001 


vs. 
Non-overweight 
Combination resulting in greatest statistical significance 
High sodium chloride intake, overweight | 
vs. X? = 16.97, p<0.001 
Low sodium chloride intake, non-overweight | 
* In each pail, the first group has the greater incidence of hypertension. 


The significance of the difference in incidence of hypertension was estimated 
by the standard chi-square test. 


In view of the foregoing considerations, it is pro- 
posed that the level of sodium intake is the primary 


etiological factor in the development of essential hyper- 
tension. 
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Summary and Conclusions 


Among 1,346 adults who were classified according 
to their sodium chloride intake at the table, there were 
only 135 classed as having a low intake, while there 
were 630 and 581 in the average-intake and high-intake 
groups respectively. The 105 persons with hypertension 
were distributed among the salt-intake groups in 
nonrandom fashion as follows: low intake, 1; average 
intake, 43; and high intake, 61. Tested by the chi- 
square method, the probability of such a distribution 
of hypertension occurring by chance was found to be 
less than 1 in 1,000. The group with low salt intake 
had significantly less and the group with high salt 
intake significantly more hypertension than would be 
expected from random distribution. 

By dividing all individuals into overweight and 
non-overweight groups in addition to the sodium 
chloride categories, the following statistically signifi- 
cant (p<0.01) conclusions can be derived: 1. Indi- 
viduals who are not overweight but who are on a 
high-salt diet will have several times the incidence 
of hypertension found in similar individuals on a 
low-salt diet. 2. Among individuals who are on a 
high-salt diet, those who are overweight will have 
significantly more hypertension than will those who 
are not overweight. 3. Those individuals who are both 
overweight and on a high-salt diet will have a much 
greater incidence of hypertension than will individuals 
not overweight and on a low-sodium diet. The hypoth- 
esis is submitted that the level of sodium intake is 
the primary etiological factor in the development of 
essential hypertension. 

Phelps Crump, Ph.D., assisted on all statistical matters in 
this study. 

This work was carried out under the auspices of the Atomic 
Energy Commission. 
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Chemotherapy of Renal Tuberculosis.—An analysis of 219 consecutive autopsies in patients 
with tuberculosis since the introduction of modern chemotherapy reveals a striking contrast 
with the pre-chemotherapy findings. ... Almost all of these patients had prolonged antituber- 
culosis therapy with alternating courses of several drugs. A number of observations in this 
series are worthy of note....The real surprise, however, is the very low percentage of min- 
imal tuberculous involvement. While in 1028 autopsied cases without chemotherapy there 
were 279 with minimal lesions, in those with prolonged treatment with antituberculous drugs 
there were only 7 instances of military foci in 219 cases. This point alone should prove the 
effectiveness of antituberculous chemotherapy in curing minimal lesions or preventing them at 
the end stage of hematogenous dissemination. In this latter series, the patients with minimal 
renal foci and tuberculous involvement of the prostate were symptomless, Of five cases with 
organ tuberculosis, four were symptomless, though all had intermittent pyuria. There seems to 
be little doubt that minimal renal tuberculosis should be treated with chemotherapy. How- 
ever, a practical difficulty lies in the determination of the extent of the tuberculous lesion in 
the kidney. The usual diagnostic procedure sometimes inaccurately delineate the extent of the 
disease. ... Chemotherapy is indicated in every case of renal tuberculosis, although its effec- 
tiveness may be limited by the nature of the disase present. Overall effectiveness has been 
marked and has been reported in several large series.—A. Sporer, M.D., and G. D. Oppen- 
heimer, M.D., Renal Tuberculosis, Journal of the Mount Sinai Hospital, July-August, 1956. 
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CLINICAL NOTES 


CYSTICERCOSIS CEREBRI—CESTODE INFESTATION 


OF HUMAN BRAIN 


REPORT OF A CASE OCCURRING IN LOUISIANA 


John H. Dent, M.D., New Orleans 


Invasion of the central nervous system of man by 
the larval form of the pork tapeworm is rarely en- 
countered in the United States’ and Canada, and 
previous studies from these countries have reported 
individuals who were former residents of known en- 
demic areas. However, in South America and certain 
countries of the Far East, the prevalence of cysticerco- 
sis cerebri is relatively high because of the greater 
frequency of intestinal infestation with Taenia solium 
in man. This difference in prevalence is due in part to 
the fact that raw pork is not usually eaten in the United 
States and Canada and also that these countries have 
public health laws regarding the disposal of garbage 
and the inspection of meat for human consumption. 
The purpose of this paper is to present a case of cere- 
bral cysticercosis of the racemose type that was appar- 
ently contracted in Louisiana. 

Cysticercosis is caused by larvae of the cestode T. 
solium. The usual intermediate host, the pig, becomes 
infested with the parasite as a result of ingesting mate- 
rial contaminated with egg-laden feces. The eggs 
hatch, and the larvae penetrate the wall of the pig’s 
intestine, eventually becoming encysted in various 
sites, particularly the skeletal muscles. 

According to Faust,” man may become infested in a 
similar manner. The sources of the eggs that humans 
ingest are (1) feces from a person who harbors an 
adult tapeworm (heteroinfection ); (2) feces contain- 
ing eggs that are transferred from anus to mouth by 
unclean hands of an infested person (external auto- 
infection); and (3) the small intestine, from which 
ripe eggs may be carried by reverse peristalsis into 
the stomach, where they are conditioned for hatching 
(internal autoinfection ). The eggs hatch in the upper 
portion of the small intestine, and the larvae quickly 
penetrate the intestinal wall, entering the lymphatics 
and blood vessels. They are then widely and fortui- 
tously distributed and develop into cysticerci at the 
site of localization. 

The morphogenesis of cysticerci in the tissue has 
been described as taking place by a proliferation of 
the body wall of the larva together with central lique- 
faction and cavity formation. A scolex develops and 
invaginates into the preformed cavity, giving rise to 
the so-called bladder worm. In most locations within 
the host the cyst reaches its full size (about 1 cm. in 
diameter) in approximately 10 weeks.* The skeletal 
muscles, the chambers of the eye, and the central 
nervous system are the sites in which cysticerci most 
frequently are observed. In skeletal muscle they excite 
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a fibroblastic proliferation and are soon surrounded by 
a fibrous capsule. These lesions eventually calcify. 
Within the central nervous system, the larvae may 
localize within the leptomeninges or brain substance. 
Localization within the parenchyma is followed by 
encapsulation and calcification. Within the lepto- 
meninges, a single cyst may develop numerous irregu- 
lar projections that may extend into the brain paren- 
chyma. On section, such lesions appear multicystic or 
racemose. The racemose type of cysticercosis develops 
in the leptomeninges overlying the brain stem and 
cerebellum. In this location, projections of the cyst 
may extend for distances as great as 15 cm. Within 
the brain parenchyma, individual larvae seldom pro- 
duce lesions that exceed 1 cm. in diameter. 

Dixon and Hargreaves* have established the im- 
portance of parenchymal cysticercosis cerebri as a 
causative factor of epilepsy in persons who previously 
lived in the Far East. Wilson’ has described the 
pathological changes that occur in the leptomeninges 
and brain parenchyma. In addition, he emphasized the 
frequency with which these parasites form racemose 
cysts when they localize in the leptomeninges of the 
posterior fossa. Bickerstaff * observed that the race- 
mose lesion located at the base of the brain was more 
common in older subjects, whereas parenchymal in- 
volvement tended to occur in younger persons. Within 
the parenchyma of the central nervous system the 
larvae may eventually become calcified and are then 
demonstrable roentgenographically. As long as the 
larvae remain alive, only a minimal local inflammatory 
reaction is provoked. The death of the larvae produces 
an intense local granulomatous inflammation in the 
leptomeninges, with foreign-body giant-cell reaction 
and fibrosis.* South American authors have reported 
that in some regions approximately 25% of all hospital 
patients admitted with symptoms suggesting the pres- 
ence of intracranial space-occupying lesions had, in 
fact, cysticercosis cerebri of the racemose type." 

The neurological symptoms of cysticercosis cerebri 
occur late in the course of the disease,’ but focal or 
localizing clinical signs rarely develop. Increased intra- 
cranial pressure, which occurs in the racemose type, 
causes papilledema, headache, nausea, and vomiting. 
Mental deterioration and personality changes are com- 
mon in the advanced stages of the disease of both the 
parenchymal and racemose type. 

Diagnosis is difficult during the early stage of larval 
invasion, and cerebral symptoms are not a clinical fea- 
ture. Eosinophilia of the peripheral blood occurs only 
during the acute stage of generalized dissemination. 
A history of the passage of tapeworm segments in the 
stool may suggest the diagnosis. The cerebrospinal 
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fluid may show a rise in the protein level and a pleocy- 


tosis that may be lymphocytic, neutrophilic, or pre- 


dominantly eosinophilic during the early stage of cen- 
tral nervous system invasion. When subcutaneous 
nodules are present, histological examination of the 
excised nodule reveals the intact Cysticercus. During 
the early stage of dissemination, a microscopic study 


Fig. 1.—Ventriculogram showing dilation of lateral ventricles. 


of a pepsin digest of excised muscle may reveal the 
larvae. Months or years after the acute symptoms sub- 
side, scattered focal areas of calcification within the 
brain parenchyma or striated muscle may be the only 
signs suggestive of previous infection. The most fre- 
quent neurological symptoms at this late stage of the 
disease are epileptiform seizures and mental deteriora- 
tion—usually, however, without evidence of increased 
intracranial pressure. 


Report of a Case 


History.—A 44-year-old farmer was admitted to Charity Hos- 
pital, Tulane University neurology and neurosurgery services, 
on March 3, 1954, with complaints of a slowly developing 
muscular weakness of the lower extremities, urinary incontinence 
for the past month, and periodic headaches of two years’ dura- 
tion. In the spring of 1951 he first noticed severe left frontal 
headaches of an episodic nature. General physical and neuro- 
logical examinations then had failed to reveal the cause, and 
roentgenograms of the skull were normal. 

He did not seek further medical aid until the spring of 1953, 
at which time the severity of the headaches was markedly in- 
creased. In the interim since the spring of 1951, his family had 
noticed regressive changes in his personality. Spinal puncture at 
this time revealed a moderately elevated spinal fluid pressure, a 
mild pleocytosis, and a slight increase in the spinal fluid protein 
level. He was advised to enter the hospital but did not do so 
until September, 1953, at which time he refused further diag- 
nostic studies and was discharged to the care of his physician. 
After this hospital visit his condition deteriorated rapidly, and 
he became irritable, voluble, and suspicious. He displayed de- 
fects in judgment and impairment of memory. He complained of 
muscular weakness of both legs and an increasing unsteadiness 
of gait. His condition became progressively worse, and in No- 
vember, 1953, he was forced to stop work as a result of his 
mental and motor difficulties. In the course of the next three 
months he had several episodes of unconsciousness, although no 
convulsions were reported. In the month before his final admis- 
sion in March, 1954, he became disoriented at intervals, and 
urinary incontinence developed. 
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Prior to the onset of the illness in 1951, the patient had ha, 
no serious disease. His family history was noncontributory, }, 
had never traveled outside the state of Louisiana except jg 
Mississippi for a brief period. 

Physical Examination.—On admission to Charity Hospital », 
March 3, 1954, the patient was well nourished and did not »», 
pear to be acutely ill. He was fairly well oriented. His gait y. 
ataxic. Deep tendon reflexes were normal, and no abnormal ». 
flexes were elicited. Extraocular movements were normal, Thp 
right pupil was slightly larger than the left. Both pupils react 
well to light and had good accommodation. There was bilater,| 
papilledema of approximately 1 D. Slight weakness of the uppe 
and lower facial musculature on the left was present. 

Laboratory Data.—Routine studies of the blood and uring. 
showed no abnormal findings with the exception of a mild leuko. 
cytosis with a normal differential count. The Wassermann pp. 
action was negative. Agglutination tests for typhoid, paratyphojj 
A and B, brucellosis, and Proteus vulgaris, strain OX 19, wey 
negative. Roentgenographic examinations of the skull revealed 
no abnormalities. Electroencephalography demonstrated a sm,lj 
amount of generalized slow-wave activity and a prominent lef 
frontal delta focus. It was thought that the patient had a spac. 
occupying lesion, probably in the left frontal lobe. 

First Operation.—On March 16, a ventriculogram was done 
through biparietal trephine openings by Dr. Murl E. Faulk, The 
intraventricular pressure was greatly increased. Sixty cubic mill. 
meters of clear fluid was removed and replaced with air. X-ray; 
showed symmetrical dilatation of both lateral ventricles (fig. |), 


Fig. 2.—Photomicrograph of cerebellum, showing large cyst 
containing segment of parasite. Note absence of inflammatory 
reaction in both leptomeninges and compressed cerebellar pare? 
chyma. Hematoxylin and eosin stain ( x 14). 


The third ventricle was poorly visualized, but it was possible 0 
detect the outline of the fourth ventricle. A bilateral Torkildses 
procedure was done. The posterior fossa was explored, and poly’ 
ethylene catheters were passed from each lateral ventricle int 
the cisterna cerebellomedullaris. No tumor was found in the po* 
terior fossa. 

Subsequent Course.—During the immediate postoperative Pe 
riod the patient’s condition was critical, but within three days! 
improved remarkably, He became alert and was able to walk 
without difficulty. His papilledema disappeared. He continued 
to have a low-grade fever that had been present since surgery 
The fever did not respond to either chemotherapy or antibiotics 
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six vceks after the first operation he became nauseated and 
vomited, and over a period of several days he became pro- 
gressively more disoriented. 

~ Second Operation.—In view of the rapid downhill course, he 
was returned to the operating room, and a pneumoencephalo- 
gram was performed on March 22, 1954, Air passed readily 
through the ventriculocisternal tubes that had been implanted 
at the first operation. It was impossible to outline the third ven- 
tricle in the ventriculograms. The third ventricle was explored 
through a right-frontal-lobe approach. Aside from symmetrical 
dilatation of the lateral ventricles and the anterior portion of the 
third ventricle, no pathological changes were demonstrated. 

Subsequent Course.—After operation, the patient developed 
signs of medullary compression; he died on March 24, 1954, the 
second postoperative day. The final clinical diagnosis was of a 
space-occupying lesion of the mesencephalon. 

Autopsy Findings.—Autopsy was performed 1 hour and 20 
minutes post mortem. The body was that of a well-developed, 
well-nourished male measuring 5 ft., 5 in. (166 cm.) in height 
and weighing 130 Ib. (59 kg.). The operative sites on the scalp 
corresponded to those described at surgery and showed no evi- 
dence of infection. Only the abnormal gross findings will be 
described. 

The combined weight of the lungs was 1,000 Gm. The mucosa 
of the larynx and trachea was congested. Small emphysematous 
blebs were noted at the apex of both lungs. Areas of broncho- 
pneumonia were scattered throughout all lobes. There was 
marked pulmonary congestion and edema. Examination of the 
gastrointestinal tract revealed no abnormalities except a super- 
ficial ulcer measuring 1.5 cm. in diameter on the anterior wall of 
the descending portion of the duodenum. No parasites were 
found in the gastrointestinal tract. The other thoracic and ab- 
dominal viscera were unremarkable. 

Examination of the cranium and contents revealed the piarach- 
noid to be smooth and glistening over both cerebral hemispheres. 
There was marked thickening of the leptomeninges at the base 
of the brain, overlying the undersurface of the pons, filling the 
interpenduncular fossa, and extending forward to the optic 
chiasm. 

The weight of the fixed brain was 1,300 Gm. Over the antero- 
lateral aspect of the right frontal lobe an irregular, hemorrhagic 
defect was present measuring approximately 5 by 2 cm. and 
corresponding to the operative site. The defect extended into 
the anterior horn of the lateral ventricle and was surrounded by 
a narrow zone of hemorrhage. All sulci were narrowed, and the 
gyri were flattened. The basilar artery was obscured by the in- 
tense fibrosis of the leptomeninges. The entire spinal cord was not 
examined, but the small portion removed with the brain was 
not remarkable. 

When the brain stem and cerebellum were removed, it was 
found that the leptomeninges in the region of the peduncles 
were 2 to 3 mm. thick and contained numerous small cysts 
measuring from 1 to 3 mm. in diameter. These cysts contained 
clear fluid and were lined by thin, shiny gray membranes. Several 
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_ Fig. 3.—-Section of thalamus, showing multiple small cysts. Glisten- 
ing lining membrane is body wall of parasite, which has extended 


from leptomeninges into the parenchyma. 


cysts from 1 to 4 mm. in diameter were present around the 
periphery of the left cerebral peduncle. The aqueduct was com- 
pletely occluded by what appeared to be clotted blood. 
Multiple transverse sections through the brain stem and cer- 
ebellum revealed extensive fibrosis and thickening of the lepto- 
meninges around the inferolateral aspects of the pons. Numerous 
minute cysts were present within the brain substance adjacent 
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to the aquaeductus cerebri (aqueduct of Sylvius). Some of the 
cysts within the thickened leptomeninges were seen to extend 
into the substance of the vermis. A small cyst, approximately 
1 cm. in diameter, was found overlying the left superolateral 
aspect of the roof of the pons. This cyst extended by continuity 
into the substance of the left cerebellar hemisphere (fig. 2). It 
was lined by a thin, pale, smooth, and glistening membrane. 
There was thickening of the leptomeninges around the foramens 


of Luschka. 


Fig. 4.—Photomicrograph of cerebellum and medulla, showing 
extensive fibrosis of leptomeninges with caseation and thicken- 
ing of arterial wall. Hematoxylin and eosin stain (x 14). 


Consecutive coronal sections through both cerebral hemis- 
pheres revealed the gray matter to have the translucent appear- 
ance characteristic of cerebral edema. There were scattered focal 
areas of hemorrhage in the gray matter of the undersurface of 
both temporal lobes. 

The ventricular system was dilated except for the fourth 
ventricle, which was normal in size. The ependymal lining was 

roughened and opaque. Aside from the operative defect, the 
internal configuration of the cerebral hemispheres was normal. 
Numerous cysts, varying in diameter from 1 to 5 mm., were 
present in a region extending from the hippocampus (Am- 
mon’s horn) medialward and involving a considerable portion 
of the left thalamus (fig. 3). Some of the cysts had a shiny 
gray lining membrane, whereas in others no distinctive lining 
membrane was apparent. The anteroposterior extent of the 
area containing the cysts in the left thalamus measured ap- 
proximately 1.5 cm., and many of the cysts were in close 
apposition to the posterior wall of the third ventricle. 

Miscroscopic Findings.—All tissues were fixed in 10% for- 
maldehyde solution. Selected sections from the brain were 
stained with hematoxylin and eosin, periodic acid—Schiff 
stain, Masson’s trichrome stain, Giemsa’s stain, and Wilder’s 
stain for reticulum fibers. 

Histologically, the heart, aorta, liver, spleen, thyroid, pan- 
creas, pituitary body, adrenal glands, kidneys, and urinary 
bladder were normal. The lungs showed bronchopneumonia 

and pulmonary edema. A purulent bronchitis was present, and 
an organized thrombus was noted in a small pulmonary artery. In 
the duodenum there was a region of peptic ulceration extending 
into the muscularis and surrounded by chronic inflammation. 

Numerous sections through the cerebellar peduncle showed a 
fibrous thickening of the leptomeninges, with heavy infiltration of 
plasma cells and lymphocytes. The small arteries were partially 
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occluded by intimal proliferation. There were scattered focal 
areas of caseation necrosis within the fibrotic leptomeninges (fig. 
4), about which a dense infiltrate of lymphocytes, plasma cells, 
and macrophages was present. Within the leptomeninges and 
extending into the brain parenchyma there were multiple cysts 
containing a cross section of a large parasite (fig. 5). Further 
observation revealed that the numerous cysts within the lepto- 
meninges and cerebral parenchyma were lined by portions of the 
body wall of the parasite. Serial sections demonstrated that the 


Fig. 5.—Photomicrograph of hippocampus and leptomeninges, 
revealing multiple cysts, three of which contain body wall of 
parasite. Hemotoxylin and eosin stain ( x 14). 


body wall of the parasite formed the lining of the cysts in the 
leptomeninges and then extended by direct continuity to form 
the lining of adjacent cystic areas in the cerebral parenchyma, 
thus forming the typical polycystic lesion seen in the racemose 
type of cerebral cysticercosis. Grossly, these cysts seemed to be 
separate and distinct. Many of the blood vessels in the vicinity 
of the parasite showed perivascular round-cell infiltration with 
lymphocytes and plasma cells. 

A more detailed histological examination of the structure of 
the parasite (fig. 6) revealed the body wall to consist of three 
layers: (1) an outer compact cuticular layer, (2) a thin inter- 
mediate cellular layer, and (3) an internal reticular layer of 
varying thickness, containing relatively few cells and lining the 
body cavity of the parasite. Usually the meninges immedi- 
ately adjacent to the parasite contained patches of caseation 
necrosis and granulomatous inflammation surrounded by dense 
fibrosis. 

On microscopic examination of the cystic lesions in the brain, 
the histological structure of the wall of the parasite was seen 
to be compatible with that of a Cysticercus. No scolices or hook- 
lets were found. The typical multicystic lesion involving the 
brain stem (fig. 3) and the microscopic appearance of the para- 
site (fig. 6) also were compatible with a racemose cysticercosis. 

Similar histological findings were present in the hippocampus 
and the cerebral peduncle, mesencephalon, and thalamus, About 
some of the cysts in the cerebellum there was only a slight reac- 
tion within the leptomeninges as well as a minimal glial response 
of the parenchyma. Within the cerebral peduncle, intimal pro- 
liferation had partially occluded a large artery, and adjacent to 
this artery there was a small area of caseation necrosis surrounded 
by lymphocytes, plasma cells, foreign-body giant cells, macro- 
phages, and epithelioid cells. 
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Sections through the cerebrai cortex near the optic chiasy, 
showed extreme fibrosis of the leptomeninges and scattered smal| 
patches of lymphocytic infiltration. Scattered islands of hetero. 
topic glial tissue were enmeshed within the fibrotic leptomep. 
inges. A small meningeal artery showed an_ obliterative 
endarteritis, and focal areas of encephalomalacia involving the 
gray and white matter were noted. 

The aqueduct was obliterated by dense glial tissue in which 
an area of hemorrhage was present (fig. 7). A structure prob. 
ably representing a degenerated fragment of the parasite was 
present within the region of reactive gliosis. The blood vessels 
surrounding the obliterated aqueduct showed perivascular 
infiltration with lymphocytes and plasma cells. Immediately 
underlying the aqueduct, within the leptomeninges, there 
were several large cysts that were lined by the body wall of 
the parasite and were surrounded by granulomatous inflamma- 
tion and fibrosis. 

Periodic acid—Schiff stains of tissue sections containing the 
parasite showed the cuticle to be Schiff-negative; the cellular 
layer contained few Schiff-positive nuclei, while the nuclei of 
the cells of the reticular layer were Schiff-negative. 


Comment 


The clinical features of this case were principally 
the typical signs and symptoms encountered with an 
expanding intracranial lesion, i. e., headache and papil- 
ledema. The neurological signs were not sufficiently 
definite to permit accurate localization. The ataxia 
and muscle weakness were generalized and mild, with- 
out clear-cut cerebellar symptoms of dysmetria and 
dysdiodochokinesia. The facial weakness was so slight 
as to be questionable, and the pupillary inequality was 
minimal, with reaction to light and accommodation 
intact. Thus, it would seem in retrospect that the 


Fig. 6.—Higher magnification of parasite shown in figure 5, 
showing characteristic three layers of body wall, outer cuticular 
layer, thin intermediate cellular layer, and internal reticular 
layer. Hematoxylin and eosin stain ( x 480). 


clinical signs should have suggested a lesion involving 
the brain stem and cerebellum. The urinary inconti- 
nence was late in onset and may have been nonspecific, 
since it occurred in association with profound person- 
ality changes. 
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The larval form of cestodes that may invade the 
brain and produce lesions somewhat similar to those of 
eysticereosis are Echinococcus granulosus, Multiceps 
multiceps, and the spargana of several species of 
Diphyllobothrium."® Human infestation with the larvae 
of E. granulosus and M. multiceps occurs from acci- 
dental ingestion of dog feces. Human infestation with 
the sparganum results from consumption of water 
containing infected Cyclops organisms, from eating 
uncooked snakes and possibly other animal hosts, or 
from applying such animal tissue to open wounds. 
Histologically, the findings in this case in no way re- 
semble those in hydatid disease, in which a character- 
istic laminated membrane forms the cyst wall. M. mul- 
ticeps forms in its larval stage not a Cysticercus but 
a Coenurus. Intracranial coenuri grow to considerable 
size (3 cm. or more in diameter). Each Coenurus 
contains many scolices, which project from the wall 


Fig. 7 icrograph of aqueduct, showing obliteration 
by glial proliferation in which an area of hemorrhage is present. 
Hematoxylin and eosin stain (approximately x 14). 


into the cyst cavity. In cysticercosis, however, each 
cyst has only one invaginated scolex; in the racemose 
type, usually no scolex is demonstrable. Histologically, 
the body walls of a Cysticercus and a Coenurus are 
indistinguishable. Morphological differentiation of 
these two cestode larvae in the brain rests largely 
upon the size of the parasites and principally upon the 
presence or absence of multiple scolices. Becker and 
Jacobson ** have stated that, in all cases, parasitic in- 
festation of the racemose type occurring in the pos- 
terior fossa is due to the Coenurus form of M. multi- 
ceps rather than to cysticerci. The multicystic lesion 
involving the brain stem and the histological appear- 
ance of the parasite in this case are similar to those 
reported by Becker and Jacobson,"* with the exception 
that scolices were not found in the present case. Al- 
though the cestode described in this report could not 
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be classified specifically on morphological grounds, 
the absence of multiple scolices. suggests that the 
parasite was the larva of T. solium. 


Summary 

A 44-year-old man died as a result of cerebral cysti- 
cercosis of the racemose type contracted in the United 
States. No scolices or hooklets were demonstrated mi- 
croscopically, but the parasite was tentatively identi- 
fied as the larva of Taenia solium. The larval form of 
this cestode can produce a granulomatous reaction 
within the leptomeninges sufficiently severe to inter- 
fere with the free flow of cerebrospinal fluid. In this 
case, the aqueduct was obstructed and parasitic cysts 
were present in the adjacent tissues, as well as in the 
substance of the thalamus, in the cerebellum, and in 
the gray matter of the hippocampus (Ammon’s horn ). 
A chronic proliferative basilar leptomeningitis was 
present. The resulting increased intracranial pressure 
produced a clinical picture suggestive of a space- 
occupying lesion. Cysticercosis cerebri is rare in the 
United States and Canada, but it should be included 
among the less common conditions that can give rise 
to the signs and symptoms of an expanding intracranial 
lesion. 

3439 Prytania St. (15). 


This investigation was supported in part by a donation from 
the Children’s Clinic, Medical Arts Building, New Orleans. 
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ELEVATED SERUM AMYLASE LEVEL ASSOCIATED WITH 
RUPTURED ECTOPIC PREGNANCY 


Maurice L. Kelley Jr., M.D., Rochester, N. Y. 


Serum amylase level determinations provide one of 
the most specific means of making the diagnosis of 
inflammatory disease of the pancreas. However, it has 
been well established that increased concentrations of 
serum amylase may be produced, perhaps indirectly, 
by a variety of other conditions not associated with 
intrinsic pancreatic pathology. The list of such condi- 
tions is long and includes perforated peptic ulcer, 
peritonitis, acute gallbladder disease, choledocholithia- 
sis, biliary dyskinesia, dissecting aneurysm of the 
aorta, pneumonia, bronchogenic carcinoma, intestinal 
obstruction, uremia, and mumps (whether or not pan- 
creatitis is present).'’ They may also occur after the 
injection of morphine or codeine. In these conditions, 
however, the levels of serum amylase are rarely of the 
same magnitude as those attained in the early phases 
of acute pancreatitis, and they usually do not exceed 
400 '” to 600? Somogyi units. 

In the case to be described, much higher levels of 
serum amylase were found in association with a rup- 
tured ectopic pregnancy. The protean nature of the 
clinical picture in this disorder as well as in acute 
pancreatitis makes this finding of considerable im- 
portance to all clinicians dealing with abdominal 
emergencies. 


Report of a Case 


A 22-year-old Negro woman, with a chief complaint of abdom- 
inal pain of three days’ duration, was admitted to the Strong 
Memorial—Rochester Municipal Hospitals. The patient gave a 
most confusing and unreliable history. As well as could be 
determined, she had been experiencing crampy, generalized 
abdominal pain of slowly increasing severity for three days. 
The only associated symptoms were weakness, nausea, belch- 
ing, and vomiting. She was unable to give satisfactory informa- 
tion regarding her menstrual periods, but thought that menstru- 
ation for the present month was four or five days overdue. 
The patient was afebrile and, except for a pulse rate of 130 
beats per minute, the vital signs were normal. She appeared 
acutely ill and was writhing about in bed complaining of severe 
abdominal pain. The scleras were not icteric. The abdomen was 
rigid and extremely tender to palpation, with signs of peritoneal 
irritation. There was no leukocytosis. Urinalysis showed no 
abnormal findings. 

The cause of this abdominal emergency was not immediately 
apparent. A serum amylase level determination was made, 
using the Somogyi technique, and showed a marked elevation 
to 1,600 Somogyi units. The normal value for our laboratory 
rarely exceeds 200 Somogyi units. The serum alkaline phos- 
phatase level was 26 Bodansky units (normal, 2 to 4.5), The 
blood for these determinations was obtained eight hours after 
a subcutaneous injection of morphine sulfate, 0.01 Gm., and 
atropine sulfate, 0.0003 Gm., had been given. A serum amylase 
level determination made 15 hours after the injection showed 
1,620 Somogyi units. At this time the patient’s abdomen was 
more distended and signs of acute blood loss had developed. A 
posterior colpotomy revealed grossly bloody peritoneal fluid. 
The serum amylase level of this fluid was 1,180 Somogyi units. 

The patient was taken to the operating room immediately 
and an exploratory laparotomy was performed by Dr. George 
Trombetta. Two thousand cubic centimeters of blood was 
present in the peritoneal cavity. The source of the bleeding was 
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a ruptured ectopic pregnancy on the right. A salpingectomy was 
successfully done. The gallbladder appeared normal. Palpation 
of the liver and pancreas revealed no abnormal findings, 4 
total of 3,000 cc. of blood was administered prior to and 
during the operative procedure. The patient had an uncom- 
plicated: postoperative course and made an uneventful recoy- 
ery. No further narcotics were administered. 

On the day following operation the serum amylase level was 
still markedly elevated, at 1,680 Somogyi units. The serum 
lipase level was 0.24 cc. (normal, 0.2 to 1.5), and the serum 
alkaline phosphatase level had fallen to 4 Bodansky units. On 
the second and fourth postoperative days, the serum amylase 
level decreased to 414 and 460 Somogyi units, respectively, 
but it rose to 980 on the fifth postoperative day (see figure). 
After this there was a progressive decline to almost normal 
levels. 

The patient denied having had any previous bouts of ab- 
dominal pain or other symptoms suggesting pancreatitis. No 
calcifications were seen in a plain roentgenogram of the ab- 
domen. An oral cholecystogram showed good concentration of 
dye and was interpreted as normal. A glucose-tolerance test, 
with 100 Gm. given by mouth, was normal. A mumps com- 
plement-fixation test showed no significant titer, and there was 
no increase in titer on a return visit of the patient two months 
after the hospital admission. No excess fat or starch in the 
stool could be demonstrated. 

Two weeks after operation, the serum amylase level was 360 
Somogyi units. There was no rise in level after a subcutaneous 
injection of morphine sulfate, 0.01 Gm., was given as a test. 
The patient was completely asymptomatic on discharge, 21 days 
after the operation. 

One year later she was again admitted to the hospital for 
marsupialization of a Bartholin gland cyst. There were no 
gastrointestinal complaints. The serum amylase level was 300 
Somogyi units. Two years later the patient was seen in the 
outpatient department for a rectal complaint. She denied 
having abdominal pain or other symptoms of pancreatitis, and 
stated that she “felt fine.” Physical examination was unremark- 
able. The serum amylase level was 110 Somogyi units. 


Comment 


The frequent difficulty encountered in making the 
diagnosis of ectopic pregnancy is well known. It has 
been said’® that “the factor most typical of these pa- 
tients is their atypical clinical picture.” When a clear 
history cannot be obtained, the problem is even 
greater. Among the abdominal emergencies which 
may be mimicked are acute pancreatitis and the hemo- 
lytic crisis of sickle-cell anemia,* both of which were 
considered in the patient described in this report be- 
fore the diagnosis became obvious after posterior 
colpotomy. High levels of serum amylase compatible 
with acute pancreatitis such as were observed in this 
patient apparently have not been described previously 
in cases of ectopic pregnancy. 

Serum amylase is derived primarily from the pan- 
creas and to a lesser degree from the liver, salivary 
glands, and possibly other glands.” An increase in 
circulating enzyme is thought to be due to back- 
pressure within the pancreatic ductal system, with 
retrograde passage of the enzyme through the capil- 
laries into the blood stream.* The mechanism respon- 
sible for the high levels of serum amylase in this pa- 
tient, who had no demonstrable evidence of intrinsic 
pancreatic disease, is not clear. 
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Lewison” found “mild but persistent increase in 
serur) amylase activity in a patient treated surgically 
and found to have a ruptured Graafian follicle.” In 37 
patients with other gynecologic conditions, however, 
normal serum amylase values were found. 

The effect of morphine in occasionally causing in- 
creased serum amylase levels, by virtue of its spasmo- 
genic action on the sphincter of Oddi and its con- 
tiguous musculature, is well recognized and has been 
studied intensively by several groups of investigators.“ 
Although the subject is still somewhat controversial, 
the view is held by some ® that, for an opiate to pro- 
duce an increased serum amylase level, it is necessary 
to have stimulation of the extrinsic secretions of the 
pancreas by either a meal or administration of secretin, 
in addition to the excitant action of the opiate on the 
sphincter of Oddi. 

The patient described in this report did not eat for 
at least 36 hours prior to administration of the single 
dose of morphine given, so there was no alimentary 
stimulation of pancreatic secretion. There was also a 
substantial rise in the serum amylase level to 980 
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Serial serum amylase determinations in a 22-year-old woman 
with a ruptured ectopic pregnancy. 


Somogyi units five days after the operation, without 
further administration of narcotics. Furthermore, no 
increase in serum amylase level developed after a 
test injection of 0.01 Gm. of morphine sulfate two 
weeks after the operation. The patient had no evi- 
dence of impaired renal function, which may cause 
increased levels of serum amylase due to a decrease 
in urinary excretion of the enzyme." 

Generalized peritonitis may also cause a rise in the 
serum amylase level, possibly because of secondary 
inflammation of the pancreas.'* However, a rise due to 
absorption of amylase from the digestive ferments 
released into the pertoneal cavity, such as occurs with 
a perforated peptic ulcer, is another mechanism 
which has been suggested to explain this phenome- 
non.'” The effect of peripancreatic inflammation as 
well as of absorption of enzymes from the peritoneal 
cavity on serum amylase levels has been the subject 
of experiments on dogs,'' with the latter theory per- 
haps gaining adherents in recent years. In our patient 
there was only blood contaminating the peritoneal 
cavity, making the idea of absorption of amylase from 
this site unimportant. It seems possible that peripan- 
creatic inflammation due to the blood may very well 
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have occurred. Raffensberger'* found mild elevations 
of serum amylase levels in two patients with stab 
wounds of the abdomen without perforation of the 
intestine and in one patient with hemoperitoneum. 
The highest value was, however, only 405 mg. per 
100 ce. 

A possible explanation, and a not entirely convine- 
ing one, for the substantial elevations in serum amy- 
lase level found in the patient described in this report 
is that secondary inflammation of the pancreas oc- 
curred due to blood released from the ruptured tube, 
with spasm of the sphincter of Oddi caused by admin- 
istration of morphine playing a contributory role. 


Summary 


High concentrations of serum amylase, compatible 
with acute pancratitis, were found in a patient with 
a ruptured ectopic pregnancy. There was no evidence 
of intrinsic pancreatic disease. Two years after the 
ectopic pregnancy, the patient was in good health, 
with no abdominal pain and a normal serum amylase 
level. 
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AMINO ACID AND PROTEIN REQUIREMENTS OF INFANTS 


Edward L. Pratt, M.D., Dallas, Texas 


Man has been practicing nutrition since his appear- 
ance on this earth; yet in spite of this long interest in 
and association with foods, our present knowledge of 
human nutrition is limited. A great deal of prejudice, 
faddism, and crooked, illogical thinking clouds the 
whole field of nutrition. This state of uncertainty is in 
large measure unavoidable; it results from the com- 
plexities of the evaluation of nutrition, particularly in 
humans. 

Nutrition plays an important role in pediatrics. Here 
physicians have a real opportunity to influence the 
eating habits and, therefore, the health of the nation. 
The cardinal principle of pediatric nutritional educa- 
tion is to make the eating of a wide variety of natural 
foodstuffs a pleasurable experience for the child and 
also for his mother. It is largely our ignorance of every 
essential food factor and our inability to specify ade- 
quate amounts of the known ones that make this prin- 
ciple a prerequisite for adequate nutrition at the 
present time. 


Problems in Nutritional Experimentation 


In order to appreciate the difficulties inherent in 
nutritional experimentation, let us briefly consider 
some of the steps that are essential in the evaluation 
of medical evidence.’ A clear statement of the problem 
is necessary, but in nutrition is it possible to agree on 
the definition of such terms as “a minimal require- 
ment,” “optimal allowance,” or “optimal nutrition”? 

The samples studied must be truly comparable in all 
relevant features. We know that the previous nutri- 
tional history and the initial nutritional state of the 
subject do affect the results of feeding experiments. 
The control of such factors in human subjects is under- 
standably difficult. The allocation of subjects to differ- 
ent diets by random selection should be practiced in 
nutritional experiments. 

In the “ideal” experiment a single variable can be 
manipulated at a time, but in nutritional experiments 
this is particularly difficult to achieve. Alterations in 
the composition of a diet with respect to amounts and 
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types of carbohydrates, fats, minerals, and vitamins 
are known to influence the results. Uncontrolled in- 
takes of food are frequently influenced by psychic 
factors that must be controlled in feeding experiments, 
especially in children. 

In any experiment there should be a clear-cut meth- 
od of assessment. In nutritional experiments what 
criteria are we to choose in assessing the results? Con- 
cerning protein nutrition, the limitations of the nitro- 
gen balance method are well known. Gain in weight, 
since it may be due to the accumulation of fat, water. 
or protoplasm, may not serve as an adequate means of 
assessing the value of varying protein intakes. The 
chemical analysis of the whole body composition is 
not a feasible method of assessment when applied to 
humans. Increments of linear growth are useful if 
accurate measurements are taken and if other factors 
affecting growth can be controlled. 

Before proposing a cause-and-effect relationship 
between the manipulated variable and the results 
observed, the results should be compared with the 
role that may have been played by chance or associ- 
ated variables. Thus we see that even in a simple 
nutritional experiment the “experimental design” must 
be very carefully thought out. There is need for con- 
sistent definitions, uniform standards of assessment, 
and restricted interpretations of the data throughout 
much of the field of nutrition. 

In the United States the problem of protein nutrition 
in infancy is different from that found in many parts 
of the world. Even today, the World Health Organiza- 
tion and the Food and Agriculture Organization con- 
sider the problem of protein nutrition first in order of 
urgency, especially in the construction of diets suitable 
for infants and children in the postweaning period. 
The interpretation of protein needs in terms of con- 
stituent amino acids is basic for an understanding 0! 
protein nutrition in health and for intelligent correction 
in defective dietary situations. 

The intake of protein, as of most substances, is pel- 
haps best viewed in the light of minimal requirements 
and maximal tolerated amounts. The upper limit o! 
protein intake is determined largely by the size of the 
renal water requirement imposed by the high solute 
load that results from a high protein intake.* The high- 
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er the protein intake the larger the renal water require- 
ment at any given urinary concentration. In general, 
in the United States there is no need to know the 
minimal requirement of protein or amino acids for 
routine infant feeding; however, such knowledge is 
basic in planning food programs in areas with scanty 
supplies of dietary protein or in clinical situations in 
which the capacity to handle food is limited by illness 
or other conditions. In these circumstances it is desir- 
able to eliminate nonessentials in order to make room 
for the essential quantities of other substances. This is 
particularly true when nourishment is given parenter- 
ally. In addition, the knowledge of the amino acid re- 
quirements of healthy infants is necessary before a 
study can be made of these requirements as altered by 
disease. Finally, because of current propaganda for 
supplementing diets with individual amino acids, the 
amino acid requirements for infants should be con- 
sidered. 


Amino Acid Requirements in Infancy 


A number of approaches to the determination of the 
amino acid requirements of infants are available. One 
may use natural proteins that, by anaylsis, have been 
shown to be deficient in some particular amino acid. 
Nature, however, has been singularly unobliging in 
providing a variety of such proteins. In addition, the 
use of these incomplete natural proteins may introduce 
other amino acid imbalances in the diet. One may use 
proteins in which individual amino acids have been 
degraded by chemical or other means. The disadvan- 
tage of this method is that the nature and possible 
effects of the degraded fragments are unknown. Appat- 
ently reasonable requirements for tryptophan, isoleu- 
cine, and the sulfur amino acids have been obtained 
by Albanese and co-workers * by these methods. 

A synthetic diet in which the protein is replaced by 
an amino acid mixture may be used. The advantage of 
these mixtures is that the ingredients are accurately 
known, although their absorption rates may be differ- 
ent from those of amino acids liberated from proteins. 
In some studies the pt forms of the amino acids have 
been used, leading to uncertainties about the utiliza- 
tion of the p forms or their possible ill-effects on 
metabolism; in some diets the nonessential amino 
acids have been omitted. The imposition of the synthe- 
sis of nonessential amino acids from the essential 
amino acids may or may not represent physiological 
economy. 

These difficulties and sources of error can be avoided 
by giving a diet in which the protein moiety is re- 
placed by a mixture of pure amino acids, both essential 
and nonessential, all in the form of the natural optical 
isomers. Such a synthetic diet has been used,* and its 
composition is shown in table 1. The amino acids were 
present in the diet in the same proportions as those 
found in human milk. The data for the amino acid 
composition of human milk were taken from the tables 
of Macy and from the analyses of two samples of 
pooled mature human milk analyzed by column chro- 
matography.° This synthetic diet maintained normal 
growth in rapidly growing premature infants over 
periods of several days. 

In these experiments, infants, believed by all usual 
criteria to be in good health, were fed the full synthetic 
diet. An individual amino acid then was generally 
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reduced in amount or removed completely from the 
diet, and gradual increases in the quantity of the 
amino acid under consideration were made. The nitro- 
gen content of the diet was kept constant by adding 
equivalent amounts of glycine. The patients were 
studied in the metabolism ward under the close super- 
vision of clinicians and nurses specializing in metabo- 
lism. The criteria of adequacy or inadequacy of a given 
amount of an individual essential amino acid were (1) 
alteration in the rate of weight gain, (2) change in the 
level of nitrogen balance, (3) analysis of the serum 
proteins, and (4) analysis of 24-hour specimens of 
urine for nitrogen and for amino acids by column 
chromatography. 

Threonine.—The threonine requirements of eight 
patients ranging in age from 2 weeks to 4% months 
were studied. The requirements of two patients seemed 
to be met with 50 mg. per kilogram of body weight per 
day, but the requirement of one patient appeared to 
be slightly above 60 mg. of threonine per kilogram per 


TaBLe 1.—Composition of Experimental Diet 


% of Total 
Gm, Calories 
267 
2.14 
4.89 
5.34 
1.68 
Hydrogenated vegetable fat ...............0cceeecues 160 43 


* Supplied as Tri-Vi-Sol by Mead Johnson & Company. 


day. It was felt that the usual requirement for threo- 
nine could be regarded as roughly 60 mg. per kilogram 
of body weight per day.** 

Phenylalanine.—In a similar manner, the phenylala- 
nine requirements of six patients ranging in age from 
1 week to 9 months were studied. By the criteria 
used, it was found that approximately 90 mg. per 
kilogram of body weight per day was the minimal 
phenylalanine requirement for these infants.*” 

Lysine.—More recently Snyderman and associates “* 
have extended these observations to the essential 
amino acid lysine. In a study of six infants they found 
the minimal requirement to be approximately 90 mg. 
per kilogram of body weight per day. 

Comment.—The values obtained by the method out- 
lined seem reasonable on the basis of the consistency 
of changes in weight gain and nitrogen balance of all 
subjects. The values for infants seem reasonable in the 
light of those obtained by Rose ° for men and Lever- 
ton’ and Jones* for women. When calculations are 
made from the rather sketchy data available for in- 
fants fed measured amounts of human milk, the 
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amounts of threonine, phenylalanine, and lysine calcu- 
lated to have been ingested in human milk are more 
than the amounts required in the preceding experi- 
ments. 

Recently Snyderman and co-workers ° performed 
studies in which the quantity of protein, derived from 
cow's milk, was reduced in the diets of infants. The 
calories were replaced by carbohydrate and fat until 
a limit was found that would reduce normal weight 
gain. It was noted that protein from cow’s milk could 
be reduced to as low as 4% of the total calories if an 
additional amount of nitrogen were provided by gly- 
cine or urea. On the lowest protein intakes with a 
glycine or urea supplement, the lysine, phenylalanine, 
and threonine intakes were of the same order of mag- 
nitude as the minima in the previously mentioned 
amino acid requirement studies. 

Obviously, these experiments under quite artificial 
circumstances have many limitations. The requirements 
determined for the three amino acids probably would 
not be adequate if different criteria of adequacy were 
employed. They might well be altered if there were 
changes in the proportions of the amino acids, fats, 
carbohydrates, or vitamins employed in the diet, as 
well as any change in activity, rate of growth, or state 
of health of the patients. In addition, the small number 
of individuals studied does not allow for prediction of 


TABLE 2.—Tentative Minimal Requirements for 
Essential Amino Acids During Infancy 


Mg./Kg. of Body 


Amino Acid Weight/Day 
80 
90 
Sulfur-containing amino 85 
60 


individual variations. Table 2 depicts the preliminary, 
tentative values for the amino acid requirements of 
infants as studied so far. 


Supplementation of Diets with Single Amino Acids 


One should be wary of amino acid supplementation 
of diets without considerable thought and investigation 
of both the need for such supplementation and, par- 
ticularly, the safety of such a procedure. In the adults 
studied, a deficiency of any one of the essential amino 
acids led to symptoms of anorexia, fatigue, and in- 
creased nervous irritability. In the infants, failure of 
weight gain was regularly observed. These common 
symptoms, which are in no way specific for amino 
acid deficiencies, occur in people with many other 
types of disability. Since we all occasionally lose our 
appetite and suffer from fatigue or nervous irrita- 
bility, and since an unsatisfactory rate of weight gain 
is a comon pediatric complaint, one can see that there 
could be a tendency to exploit these symptoms and to 
begin adding amino acids to practically all foods. 

This already is being done with lysine. The theoreti- 
cal basis for this need is the assumption of a high value 
for the minimal requirement of lysine in infants.’° 
This was determined by a method of questionable 
validity and resulted in the estimation of a minimal 
requirement of 170 mg. of lysine per kilogram of body 
weight per day, which is greater than the amount of 
lysine usually ingested daily in human milk and in 


J.A.M.A., May 25, 


some of the satisfactory low-protein infant foods mag. 
from cow's milk. It is much greater than that in the 
4% protein diets supplemented with glycine or ure,’ 
The minimal lysine requirement determined by Spy. 
derman and others *° is about one-half of this valye 
One investigator has postulated that the total amin 
acid requirement of an animal of any age or species js 
determined by the proportions of the essential amin. 
acids contained in the tissues being formed or metabo. 
lized. There is no evidence that the amino acid com. 
position of the tissues being formed or metabolized iy 
infancy differs remarkably from that in adults. The 
experimental evidence suggesting the need for lysine 
supplementation is based on a study of 15 infant 
and children with unspecified types of illness. Their 
changes in weight and in serum protein and hemo. 
globin concentrations were variable. This might be 
expected in an uncontrolled heterogeneous group 
Hence, the results in the only published study of the 
rectification of growth failure by lysine supplementa. 
tion are difficult to assess."' 

Deleterious effects resulting from the addition of an 
excess of an individual amino acid have been reported. 
Amino acid imbalance is readily produced in tissue 
cultures, in animal experiments,'* and in human be- 
ings. Therefore, it would seem highly undesirable to 
use such supplementation of proteins until more im- 
pressive evidence of their value and their safety has 
been produced. 


Summary 


Our knowledge of protein nutrition in humans is 
scanty and uncertain, largely because of the inherent 
difficulties in the evaluation of human nutrition. There- 
fore, those who must interpret nutritional experiments 
and give advice about diets to patients must exercise 
considerable caution. The present lack of knowledge 
makes it mandatory that pediatric patients be taught 
to enjoy eating a wide variety of natural foodstuffs. 
A plea is made for valid evidence before the procedure 
of supplementing proteins in the diet with individual 
amino acids is accepted. 


References 


1. Albritton, E. C.: Experiment Design and Judgment of 
Evidence, Ann Arbor, Edwards Brothers, Inc., 1950. Mainland, 
D.: Elementary Medical Statistics: Principles of Quantitative 
Medicine, American Monograph Series 4, Philadelphia, W. B. 
Saunders Company, 1952. 

2. Pratt, E. L., and Snyderman, S. E.: Renal Water Require- 
ment of Infants Fed Evaporated Milk With and Without Added 
Carbohydrate, Pediatrics 1 1:65-69 (Jan.) 1953. 

3. Albanese, A. A., and others: Studies on Protein Metabolism 
of Infants: Il. Tryptophan Requirement of Infant, Bull. Johns 
Hopkins Hosp. 80:158-165 (March) 1947. Albanese, A. A, 
and others: Isoleucine Requirement of Infant, J. Nutrition 
35:177-183 (Feb.) 1948; Sulfur Amino Acid Requirement of 
Infant, ibid, 87:511-520 ( April) 1949. 

4. (a) Pratt, E. L., and others: Threonine Requirement of 
Normal Infant, J. Nutrition 56:231-251 (June) 1955. (b) 
Snyderman, S. E., and others: Phenylalanine Requirement of 
Normal Infant, ibid. 562253-263 (June) 1955. (c) Snyderman, 
S. E., and others: Lysine Requirement of Normal Infant, Fed. 
Proc, 143573 (March) 1956. 

5. Macy, I. G.; Kelly, H. J.; and Sloan, R. E.: Composition of 
Milks, Publication 254, National Research Council, 1953. 

6. Rose, W. C.; Wixom, R. L.; Haines, B. L.; and Lambert, 
G. F.: Amino Acid Requirements of Man: XV. Valine Require- 
ments; Summary and Final Observations, J. Biol. Chem. 
2.17:987-995 ( Dec.) 1955. 


Vol 
of 

195 

of 

: Me 
Fo 

Aci 

Pro 

§ 

Me 

Pre 

pe 

in 

th 

be 

ac 

of 

fo 

pl 

le 

al 

pl 

q 

al 

g 

b 
fi 

a 

il 

n 

T 

a 

t 

a 

i 

0 


Vol. 164, No. 4 


7. Leverton, R. M., and others: Amino Acid Requirements 
of Young Women: I. Threonine, Fed. Proc. 113448 (March) 
1952. Leverton, R. M., and others: Amino Acid Requirements 
of Young Women: Hf. Tryptophan, in Symposium on Protein 
\letabolism, Nutrition Series 8, New York, National Vitamin 
Foundation, 1954, p. 70. Leverton, R. M., and others: Amino 
Acid Requirements of Young Women: IV. Phenylalanine, Fed. 
Proc. 1.42441 (March) 1955. 

8. Jones, E. M.; Baumann, C, A.; and Reynolds, M. S.: 
\lethionine and Lysine Requirements of Mature Women, Fed. 
Proc, 1.42438-439 (March) 1955. 


COUNCIL ON FOODS AND NUTRITION 411 


9. Snyderman, S. E.; Holt, E. L., Jr.; Norton, P. M.; and 
Fowler, D. I.: Lysine Requirements and Lysine Supplementa- 
tion, read before the American Pediatric Society, Buck Hill 
Falls, Penn., May 9, 1956. 

10. Albanese, A. A.: Protein and Amino Acid Requirements 
of Man, in Protein and Amino Acid Requirements of Mammals, 
edited by A. A. Albanese, New York, Academic Press, Inc.. 
1950, p. 127. 

11. Albanese, A. A.; Higgons, R. R.; Hyde, G. M.; and Orto, 
L.: Biochemical and Nutritional Effects of Lysine Reinforced 
Diets, Am. J. Clin. Nutrition 121-128 ( March-April) 1955. 

12. Elvehjem, C. A., and Harper, A. E.: Importance of Amino 
Acid Balance in Nutrition, J. A. M. A, 148655 (June 25) 1955 


FATS IN 


THE DIET 


Wendell H. Griffith, Ph.D., Los Angeles 


Report to the Council 
The Council has authorized publication of the following report. 
Pur L. Wurre, Sc.D., Secretary. 


The significant increase in life expectancy in the 
United States and the growing percentage of the total 
population in the over-65 age group have intensified 
interest in the nutritional problems of the aged. Al- 
though it is doubtful if fundamental distinctions exist 
between nutritional requirements in middle and in 
advanced age, the distressing incidence of arterio- 
sclerosis, coronary thrombosis, and cerebral vascular 
accidents has nevertheless raised questions about the 
possible relation of these diseases to the dietary habits 
of older adults and to the composition of common 
foods. 

Lipids are frequently designated as dietary cul- 
prits, and, in some circles, the terms “fat” and “cho- 
lesterol” have become synonymous with atherogenesis 
and diaster. How much is an optimal quantity of fat, 
and what should be its chemical nature? The fact that 
precise answers cannot be given to these fundamental 
questions emphasizes the urgent need for the reexam- 
ination of the role of lipids in nutrition. 

There can be no doubt about the physiological im- 
portance of fats. The neutral fats are triglycerides of 
common fatty acids. The high caloric density of fat 
and its insolubility in water make it superior to both 
glycogen and protein for the storage of energy, in 
both animals and plants. Moreover, the deposition of 
fat in animals as adipose tissue insulates the body 
against rapid changes in environmental temperature 
and physically cushions organs and the body as a 
whole against external forces. 

That fat is not a foreign material in the body is 
indicated by the elaborate enzymatic and hormonal 
mechanisms that control its chemical transformations. 
The interrelationship of these mechanisms with those 
concerned with the metabolism of sugars and amino 
acids suggests that the utilization of fat as a fuel is 
the usual, not the unusual, biochemical event. Actu- 
ally, much evidence exists to support the view that the 
intermediate products of fatty acid metabolism serve 


Chairman, Department of Physiological Chemistry, University 
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as the primary fuel of resting muscle. It is significant 
also that fat is synthesized by mammary tissue and 
that it is quantitatively the most important source of 
energy in milk. 

Fats are widely distributed among common food- 
stuffs. They add acceptability to meals; certain ones 
provide the essential fat-soluble vitamins, and _ their 
digestion and absorption make possible the intestinal 
absorption of these same vitamins. 

Storage fat may originate directly from food fat or 
indirectly from the conversion of dietary carbohydrate 
to fat. During any 24-hour period starch, sucrose, lac- 
tose, and glucose are assimilated through the digestive 
tract and are either burned or become, temporarily, 
blood glucose, liver or muscle glycogen, or tissue fat. 
In a normally nourished individual a portion of the 
day's intake of carbohydrate is converted to fat. If the 
individual is in caloric balance, this fat is burned be- 
tween meals and during the night, and none is left in 
the tissues. If the individual's caloric intake is exces- 
sive, his energy needs are satisfied without using all 
of the fat, and adipose tissues increase in amount. 

Fat formed from food carbohydrates in animals is 
largely a mixture of the triglycerides of palmitic, 
stearic, and oleic acids. These fatty acids predominate 
in butter fat, the fat of milk, and in the fat obtained 
from adipose tissue of farm animals. Palmitic and 
stearic acids are saturated, whezeas oleic acid is un- 
saturated, having one double bond in its carbon chain. 
Tissue fats of animals may contain variable amounts 
of the triglyceride of linoleic acid if the fat trilinolein 
is present in the diet. Linoleic acid, which is doubly 
unsaturated, either is not synthesized or is only slowly 
synthesized in animal tissues. 

In contrast to palmitic, stearic, and oleic acids, 
which, although useful, are dispensable in the diet, 
linoleic acid may be an essential nutrient. It is an 
integral part of important tissue constituents such as 
lecithins and esters of cholesterol. From a practical 
viewpoint, it is the dietary precursor of arachidonic 
acid, the polyunsaturated fatty acid that is indispens- 
able to many animal species. Although evidence for 
the essential role of linoleic and arachidonic acids in 
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human diets needs further corroboration, prudence 
favors their provisional inclusion in the group of 
nutrients required by man. 

The problem of the nutritive value of the triglycer- 
ides of common fatty acids is complicated by the fact 
that man uses appreciable quantities of triglycerides of 
other and unnatural fatty acids in his diet. This hap- 
pens because of the commercial hardening of plant 
oils by the process of hydrogenation. This procedure 
not only forms saturated bonds from unsaturated 
bonds but also may transform the natural “cis” isomers 
to unnatural “trans” isomers. The latter have higher 
melting points but remain unsaturated. Other un- 
natural isomers may result from a shifting of the 
double bonds along the carbon chain. At the present 
time it is virtually impossible to describe chemically 
some of the commercial hydrogenated plant oils be- 
cause of their complexity. 

Some plant oils such as corn, cottonseed, safflower, 
soybean, and peanut oils are rich sources of trilinolein. 
As noted before, hydrogenation replaces a significant 
part of the linoleic acid with stearic acid and with 
unnatural, unsaturated fatty acids. Arachidonic acid 
occurs in small amounts in some animal fats. Olive oil, 
although unsaturated, is a poor source of linoleic acid; 
coconut oil, a plant fat, is saturated. Chicken fat is an 
unusual animal fat because of its relatively large con- 
tent of linoleic acid; fish oils are highly unsaturated 
and are characterized by other polyunsaturated fats 
in addition to some trilinolein. These illustrations 
demonstrate the need of a more definitive terminology 
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in describing the fatty acids in natural and in prog. 
essed fats than is afforded by the general terms, ajj. 
mal or plant, hard or soft, saturated or unsaturated 
and low iodine or high iodine number. 

Considerable evidence exists to show that, under 
certain circumstances, sources of linoleic acid may 
lower elevated serum cholesterol levels in man. The 
evidence favors the concept that essential unsaturated 
fatty acids are required for the normal transport of 
cholesterol as lipoprotein and, possibly, phospholipid 
complexes. Clarification of the circumstances under 
which hypercholesteremia can be prevented, however, 
remains to be delineated. Valid experimentation has 
not yet determined the relative influence on serum 
cholesterol of surplus dietary calories, of an excess of 
the total dietary fat, of abnormal ratios of linoleic 
acid to other fatty acids in the diet, or of numerous 
other nutritive factors that may influence adversely 
the physical and chemical characteristics of lipids in 
the blood and in the walls of the vascular system. 
Until a clear-cut solution of the problem of the pre- 
vention of arteriosclerosis and of its sequelae is forth- 
coming, it seems wise to assume that a faulty diet 
may be one of the causative agents. Whether or not 
dietary fat is, in some fashion, the culprit remains to 
be proved. In the meantime, one may recommend the 
dietary control required to attain and maintain opti- 
mum body weight and the choosing of a varied diet 
containing adequate amounts of those foods, includ- 
ing fats, shown by experience and by experiment to 
have special nutritive value. 


COMMITTEE ON COSMETICS 


Report to the Committee 


The following paper was presented at the symposium, “The Rational Use of Cosmetics in 
Medical Practice,” in Chicago, June 13, 1956. This symposium was sponsored by the Com- 
mittee on Cosmetics, in cooperation with the Section on Dermatology, at the 105th Annual 
Meeting of the American Medical Association. This is the third in a series of papers, the 
others of which appeared in Tue Journat, March 2, page 740, and March 16, page 943. 
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ACTION OF EMOLLIENT CREAMS AND THEIR ADDITIVES 


I. H. Blank, Ph.D., Boston 


Some confusion exists among physicians, pharma- 
cologists, and cosmetic chemists as to just what con- 
stitutes an emollient. For the purpose of this discus- 
sion, an emollient is defined as any externally applied 
material that tends to prevent or counteract the symp- 
toms and signs of dryness of the skin. Very mild dry- 
ness may be apparent only as superficial scaling of the 
skin, but severe dryness may be accompanied by con- 
siderable scaling, fissuring, inflammation, pain, or 


From the Dermatological Research Laboratories, Department 
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itching. If emollients and dryness are so defined, it 
becomes apparent at once that the emollient creams 
and lotions produced by the cosmetic manufacturer 
and the simple emollient ointments and lotions pre- 
scribed by the physician have much in common. Their 
functions are the same. The cosmetic manufacturer 
and the physician probably can learn from each other. 

The majority of emollients, cosmetic or pharmaceu- 
tical, are mixtures of an oil and water. In addition, 
an emulsifying agent is used to keep the oil and water 
well mixed, and a perfume may be added. Any one or 
more of a large variety of oils may be used. If the oil 
has a low melting point, the emollient will feel greasy 
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on the skin; if it has a high melting point, the resid- 
sal oily film will not feel greasy. Because it does not 
feel greasy, and because, as it is rubbed onto the sur- 
face, its color probably changes from white to colorless, 
t seems to “vanish.” The external, continuous phase of 
the emollient may be either oil or water; that is, the 
emollient may be either a water-in-oil or an oil-in- 
water emulsion, depending on the type of emulsifying 
agent used. When the continuous phase is oil, water 
is the dispersed phase and vice versa. | 

After these emollients are applied to the cutaneous 
surface, some of the water may be taken up by the 
stratum corneum, but most of it evaporates into the 
air. The nonvolatile oil of the emollient remains on the 
skin. It has been assumed, therefore, that the residual 
oily layer serves as a “lubricant,” since most of the 
emollients have the physical characteristics of lubri- 
cants. In order to act as a “lubricant,” the oil should 
locate between the lamellas of the stratum corneum, 
thus allowing the lamellas to slip over one another and 
permitting the skin to flex without breaking the stratum 
corneum. With this in mind, attempts have been made 
to find oily substances that would penetrate the strat- 
um corneum, Lanolin and lanolin mixtures have been 
said to penetrate the skin better than do other oils, 
particularly petrolatum. 

Indeed, lubrication might be one of the mechanisms 
by which emollients act, but it does not seem to be 
the major mechanism involved. It can be easily shown 
that neither an externally applied oil nor the natural 
oils can keep the stratum corneum flexible without 
the aid of water.’ If the cornified epithelium (a piece 
of callus or the top of a sunburn blister) is removed 
from the skin and allowed to lose its water but none 
of its natural oils, it becomes inflexible and brittle. 
Immersion of this dry, brittle cornified epithelium in 
various anhydrous oils for long periods of time, even 
two or three years, will not make the cornified epithe- 
lium flexible again. If the brittle callus is immersed 
in water, however, it becomes quite flexible in a very 
short time. Currently, water is the only known plasti- 
cizer for keratinized tissue. 

The application of a film of oil to the cutaneous sur- 
face relieves the symptoms of dryness, however. This 
film functions in two ways. First, the oi] replaces a 
roughened, scaly surface with a smooth film, and small 
spicules of cornified epithelium, which extend above 
the surface and produce roughness, are “cemented 
down.” Thus, the cutaneous surface seems smoother. 
Second, and more important perhaps, if the oily films 
are occlusive, they will retard the evaporation of water 
from the cutaneous surface and help keep the stratum 
corneum hydrated and flexible. 

The natural lipid film on the surface is not an oc- 
clusive barrier, and the major barrier in the skin is be- 
low the stratum corneum. Winsor and Burch * showed 
that the natural lipids do not prevent water loss to the 
environment, and Rothman® stated that it is not 
difficult to get water into the stratum corneum from 
the environment through whatever lipid film there is 
on the surface. In 1924, Rein* pointed out that the 
stratum lucidum and stratum granulosum are respon- 
sible for the impermeability of the skin to electrolytes. 


COMMITTEE ON COSMETICS 413 


Later Rothman ®* stated that, at this same anatomic 
position in the skin, the Ubergangsschichten act as the 
barrier against the penetration of water molecules be- 
cause the proteins in these layers are buffered at a pH 
corresponding to their isoelectric points and therefore 
take up a minimum quantity of water. Szakall * showed 
that it is necessary to strip intact human skin six times 
with adhesive tape before the barrier is broken suffi- 
ciently to allow water to escape rapidly enough to 
produce a moist surface. Quantitative measurements 
of the rate of water loss through pieces of excised 
human skin, which have been stripped various num- 
bers of times, have been correlated with histological 
sections of the stripped skin and support the hypothe- 
sis that the major barrier against diffusion of water 
molecules is near the base of the cornified epithelium.’ 

Thus, since the surface film of natural lipids is not 
an adequate barrier to prevent loss of water from the 
stratum corneum and because there is a barrier be- 
tween the cornified epithelium and the underlying 
moist tissues, the cornified epithelium loses water to 
the environment more rapidly than it receives water 
from the underlying tissues, It tends to dry out, but 
fortunately it is a hygroscopic material and does not 
dry out completely in atmospheres of normal or high 
relative humidity; however, when the relative humid- 
ity is low, as during the winter months, the stratum 
corneum may dry out, become brittle, and break or 
scale when flexed unless it is adequately protected by 
a film of occlusive oil. The action of the simple emolli- 
ents, therefore, is primarily a surface phenomenon, 
and possibly the importance of the penetration of the 
oil into the skin has been overemphasized. An effective 
emollient must be so constituted that it will help the 
stratum corneum maintain an adequate water content. 

It is at once apparent that the thicker the stratum 
corneum, the less flexible it will be if and when it 
becomes dehydrated. Not only does the water content 
of the stratum corneum influence the condition of the 
skin, but the thickness of the cornified epithelium also 
plays a role. When the stratum corneum becomes 
thicker, the symptoms of dryness increase. Physical 
stimuli such as friction and exposure to ultraviolet 
radiation, chemical stimuli, and certain pathological 
states thicken the stratum corneum. On frequent ex- 
posure to warm solutions of a soap or detergent, the 
skin receives both physical and chemical stimuli. Such 
a process might evoke thickening. If thickening is ab- 
normal because of an added external stimulus, it may 
be corrected just by removing this stimulus, but, if it 
is abnormal because of some diseased state and ab- 
normal keratinization, correction may be much more 


difficult. 
Vitamin A 


Some evidence suggests that vitamin A alters keratin- 
ization. Fell and Mellanby* and Weiss and James ° 
have shown that keratinization of epidermal cells from 
the chick embryo growing in tissue culture can be com- 
pletely suppressed by the use of vitamin A. Flesch *° 
has shown that ethers and esters of vitamin A inacti- 
vate sulfhydryl groups of mouse liver homogenates and 
the sulfhydryl enzyme dehydrogenase and cause hair 
loss when externally applied to mice. Other investi- 
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gators '’ have stated that large oral doses of vitamin 
A correct the abnormal keratinization in such diseases 
as keratosis follicularis, keratosis pilaris, and ichthyosis. 

Reasoning that this effect is exerted directly on the 
end-organ and that therefore systemic administration 
would not be necessary, some physicians have applied 
vitamin A topically, and cosmetic manufacturers have 
used this vitamin occasionally in emollient creams. 

There is fairly good evidence '? to prove that vita- 
min A can penetrate normal, intact animal skin, and 
Mandelbaum and Schlesinger '’ indicate a systemic 
effect after external application in humans. It is prob- 
able that it penetrates intact human skin slowly and 
that only a small portion of the amount applied reaches 
the granular and Malpighian layers of the epidermis 
where any faulty keratinization might be corrected. 
There is still littlke evidence, however,'* to show that 
abnormal keratinization in skin diseases is altered by 
the external application of a vitamin A ointment any 
more than it would be altered by the application of the 
vehicle alone. Very little evidence has been found to 
show that the use of cosmetics containing vitamin A 
is any more beneficial for controlling symptoms of 
dryness than are simple emollient creams not contain- 
ing any vitamin A, In support of this statement, a rep- 
resentative of the cosmetic industry, in 1954, com- 
mented on a paper by Conley *° and said, “I agree with 
our able contemporary that there is some boloney 
being handed out in publicity on the need for and 
value of vitamins in skin creams. .. . 

“Whether the vitamins help the skin or not is some- 
thing that clinica] trials can establish easily enough. 
So it is hoped the industry has done the work, or if 
not, it should get started. Methinks we have loads to 
learn about the skin.” *° 


Estrogens 


In discussing estrogens, perhaps it is not justifiable to 
ask whether they function only by increasing the 
emollient action of a cream. The estrogens are said to 
cause hydration of the skin, but this refers to hydra- 
tion of the dermis and not of the stratum corneum. 
They are supposed to delay or reverse some of the 
changes that occur in the skin during normal aging, 
only one of which is dryness. During aging, there are 
changes in both the epidermis and dermis. The epi- 
dermis and stratum corneum do not become thicker 
with age; if they change at all, they become thinner. 
There may be a decrease in the activity of the seba- 
ceous glands, and less sebum may be produced. As has 
already been indicated, however, the sebum is prob- 
ably not the major factor in skin dryness. Some at- 
rophy occurs in the skin of elderly people; the entire 
skin feels thinner, and it is less elastic and less resilient. 
Many elderly people describe their skin as “dry.” The 
question arises as to whether these changes are revers- 
ible and whether they can be prevented. From what 
is known of the action of simple emollients, it would 
appear that they could not prevent or reverse such 
changes in the aging skin. 

It is easy to understand why estrogens have been 
added to simple emollients in an attempt to control 
aging of the skin in women, for these changes in the 
skin occur at a time when the normal production of 
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estrogen decreases. Other physiological changes aly, 
occur at menopause, and it is asked whether simp 
replacement of estrogen will control the cutaneo, 
changes, and, if so, whether this replacement can }y 
accomplished by topical application of estrogen. 

It seems reasonably well established that estroge, 
can penetrate normal human skin."’ Because this j 
true, undesirable systemic effects from the topic 
application of estrogen creams might occur. Scattere/ 
reports in the literature, such as that of Goldberg and 
Harris,’* seem to support this point of view. However 
there is a dearth of evidence concerning the absolute 
rate of penetration of estrogen through normal and ab. 
normal skin from various concentrations of estrogen in 
different types of vehicles. More evidence is needed 
Most estrogen creams currently available do not con. 
tain more than 10,000 I. U. of estrogen per ounce. Whey 
such creams are used according to directions, they 
appear to be free of any abnormal systemic effects," 
There is probably a factor of safety in a cream of this 
concentration. Peck, Klarmann, and Spoor *° state that 
concentrations of estrogens in excess of 50,000 I. U. 
per ounce may produce undesirable systemic effects 
Early fears of carcinogenic action of these cosmetic 
appear to be unwarranted.”’ 

When estrogens in suitable vehicles are applied to 
the surface of animal skins, the majority of reports in- 
dicate that there are some local effects on the skin* 
as well as possible effects on distant organs.** The 
response of human skin, however, may not necessarily 
be similar to that of animal skin when estrogens are 
applied, for evidence that cutaneous effects occur in 
humans is not as conclusive. Most investigators who 
feel that they see histological changes in the skin of 
aging women agree that there is very little evidenc 
of alteration of the skin of men or young women.” 

Much of the evidence in support of the alteration of 
aging skin by the local application of estrogens is his. 
tological.** The changes that have been observed- 
thickening of the epidermis, extension of the papillae. 
increase in the amounts of elastic tissue and in the 
diameter of the collagen bundles—are difficult to quan- 
titate. Some of the changes may be due to the angle at 
which the histological section has been cut. Much of 
this work seems to lack objectivity. Seldom have the 
investigators used control sites of skin treated with 
the vehicle alone, and seldom have they made their 
observations on coded slides. Goldzieher, Roberts, 
Rawls, and Goldzieher *** did observe coded slides 

Clinical evidence to support or contradict the opin- 
ion that estrogen creams delay or reverse the aging 
process in the skin is meager. Any change is likely to 
be quite subtle and to develop slowly; thus, adequate 
controls are very important. In one recent well-con- 
trolled study *° 27 women of various ages applied at 
estrogen cream to one side of the face and vehicle to 
the other side for a period of 91 days; no difference 
could be detected in the two sides of the face. A de- 
cision as to whether the subjects of this clinical evalua- 
tion represent the type of individuals for whom estro- 
gen creams might be effective and whether the con- 
clusions are justifiable must await further observations 
of this kind. 
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Onc should not dogmatically say at this time that 
the exiernal application of estrogen creams does noth- 
ing to aging skin, but good clinical evidence to support 
, statement to the contrary is not yet available. In 
1948, Sevringhaus * said: 


The whole field of percutaneous administration of estrogens 
has had very little systematic study by qualified investigators. 
systemic as well as local effects are involved. A recent review 
of the local activity of the sex hormones presents but little 
helpful information on this part of the problem, but points out 
the unfortunate exploitation of the public by the purveyors of 
certain cosmetics. The remedy for such undesirable methods of 
treatment lies in careful study of the field by the medical pro- 
fession. 

Eight years later, there is less concern about possible 
systemic effects, but it is felt that the medical profes- 
sion has not adequately responded to this challenge, 
and it has not been proved conclusively that the estro- 
gen creams either do or do not affect the aging skin. 


Massachusetts General Hospital (14). 


The original title of this report as presented at the Sym- 
posium was “The Emollient Creams and Their Modern Addi- 
tives.” 
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THE COSMETIC PROBLEM 
GUEST EDITORIAL 


Arnold J. Lehman, M.D., Ph.D. 


During the past several decades, the popularity of 
cosmetic preparations has increased so considerably 
that, at present, their general use has become almost a 
necessity for the average woman. As such, these 
preparations are leaving the realm of luxury items. 
This demand has led to the new use of many known 
substances and the development and extensive manu- 
facture of new synthetic compounds for incorporation 
into such products. Unfortunately, carefully controlled 
research by competent investigators, particularly con- 
cerning the fundamental principles of skin properties 
and mechanisms and the related problems in skin 
pharmacology and toxicology, has not kept pace with 
the many new products and the claims made in their 
behalf. 

Certain unobjectionable claims have been advanced 
for the efficacy of certain cosmetic preparations for 
mitigating skin dryness, hiding skin blemishes and 
wrinkles, and affording a continued healthy and youth- 
ful appearance to the skin. In recent years, however, 
the trend has been to advertise such products as being 
more than just cosmetics. Preparations that at one 
time or another have been misrepresented include 
hair growers or hair restorers, hair color restorers, 
dandruff removers, deodorants, lipsticks, cold creams 
and cleansing creams, and freckle removers. The 
claims proposed for these products include sugges- 
tions that they serve as skin foods, skin rejuvenators, 
nourishing creams, skin tonics, contour creams for 
bust development or bust reducing, wrinkle eradi- 
cators, and deep pore cleansers. To date, however, no 
conclusive evidence has been offered in support of 
many of these claims. For example, there is nothing 
known to science that will restore color to hair or cure 
early male baldness. 

In accord with this recent advertising trend, a num- 
ber of biologically active substances such as vitamins 
and hormones have been incorporated into cosmetic 
preparations. The claims for these preparations subtly 
hint at their therapeutic efficacy without actually 
stating so. Vitamin A supposedly enhances the ap- 
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pearance of the skin. Actually, however, the scientif, 
literature contains no well-substantiated account , 
support the contention that cosmetics containing yjt, 
min A are of greater value than those that lack ; 
Similarly, the incorporation of potent ingredients sy¢ 
as the estrogens is without adequate scientific justif. 
cation. It has not been conclusively proved that estr, 
gen-containing cosmetics have any beneficial effg 
on age changes, wrinkles, or blemishes. Reports hay: 
appeared in the literature to suggest that, after topic, 
application of these products, sufficient absorptioy 
from the skin might occur to upset body activity. 
However, more evidence is needed on this point. The 
problem does not concern only the safety and efficag 
of vitamins and hormones; it extends to the potenti; 
harm that indeed may follow the indiscriminate jy. 
clusion of other similarly potent chemicals in cosmetic 
products. . 

The need for increasing the scope and number of 
investigations relating to fundamental problems ¢ 
skin physiology, biochemistry, pharmacology, an 
toxicology cannot be stressed too strongly. The report 
by Dr. Blank in this issue of THE JourNAL (page 41? 
serves as an illustration of the types of basic stud 
needed to help solve the cosmetic problem. 


MEDICAL LICENSURE 


The 55th annual report on medical licensure pre. 
pared by the Council on Medical Education an( 
Hospitals appears in this issue of THE JOURNAL. Dati 
are presented in the first section concerning the med. 
ical examination and the licensure of physicians in 
the United States and its territories and outlying pos. 
sessions for 1956. In addition, the report summarizes 
trends in licensure over many years. Current regula- 
tions pertaining to medical licensure are also pre- 
sented. The boards of examiners in the basic sciences 
are discussed in the second section of the report and, 
lastly, the National Board of Medical Examiners. 

The report calls attention to the development of 
examination institutes by the Federation of State 
Medical Boards of the United States. This commend: 
able effort aimed at uniformity, equivalence, and 
improvement in the quality of the licensing examina- 
tion should result in a meaningful evaluation for fitness 
to practice medicine. The first institute held in Feb- 
ruary was devoted to the examination in obstetrics 
and gynecology, and a summarization of the program 
presented indicated “that the licensing examination 
should be one that would determine the candidate’ 
appreciation of medical problems and his responsi- 
bility toward them at a point beyond the final evalua- 
tion by the medical school.” 

In 1956, a total of 14,543 licenses to practice medi- 
cine were issued by 54 boards authorized by law to 
grant licenses to practice the art and science of medi- 
cine. The 14,543 licenses issued last year represented 
7,122 granted after a successful written examination 
and 7,421 granted by reciprocity and endorsement 
of state licenses or the certificate of the National Board 
of Medical Examiners. 

Additions to the medical profession are reflected it 
a number of tables included in this study. There wert 
7,463 physicians who secured their first license t0 
practice medicine and surgery during the calendar 
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year 1956. In the same year, 3,659 deaths of physicians 
were reported to the offices of the American Medical 
Association. Thus, the physician population in the 
United States and its territories and outlying posses- 
sions was increased by 3,804. 

Failures by graduates of approved medical schools 
in the United States amounted to 4.5% and by grad- 
uates of approved medical schools in Canada 11.5%. 
The percentages of failure in three other groups— 
graduates of foreign faculties of medicine, unapproved 
medical schools, and schools of osteopathy—were 43.2, 
81.8, and 26 respectively. 

Provision is made by 33 boards for the issuance of 
temporary and educational permits, limited and tem- 
porary licenses, or other certificates of limited regis- 
tration. The terms for the issuance of these certificates 
vary and may apply to hospital training, to those 
ineligible for licensure who seek further educational 
training, for practice in emergency areas, or for 
regular practice until the next regular session of the 
licensing board when permanent licensure is granted. 
The report further outlines the licensure requirements 
for interns and residents in hospitals, the states which 
require an internship for licensure, the preprofessional 
and professional educational requirements of each 
licensing board, the schedule of written examination 
dates and reciprocity meetings, medical license fees, 
licensure on government credentials, and annual reg- 
istration requirements. 

A progress report pertaining to the Educational 
Council for Foreign Graduates, which is attempting 
to develop an evaluation service for foreign medical 
graduates, is included. The study reveals that grad- 
uates of foreign medical schools were examined for 
medical licensure by 37 boards in 1956. Graduates of 
213 medical schools and 5 licensing corporations were 
examined, representing medical schools in the Philip- 
pines, New Zealand, 16 South and Central American 
countries, 24 countries in Europe, and 13 countries in 
Asia. More than 50 graduates of the universities of 
Havana, Munich, Bologna, and Mexico City were 
tested, and more than 20 graduates of 17 other schools 
were examined. The number who were successful 
in these tests was 1,012. Failures numbered 771, or 
43.2% of those examined. There was a slight increase 
in 1956 over the previous year in the numbers ex- 
amined, while the figure representing those who passed 
the examination in 1956 decreased as compared 
with 1955. During 1956 there were 852 foreign-trained 
physicians licensed who represent additions to the 
medical profession having secured their first license 
during the year. Of this group, 834 were licensed after 
written examination and 18 by endorsement of cre- 
dentials, In a seven-year period, it was shown that 
4.543 foreign-trained physicians were added to the 
physician population of the United States. 

That portion of the report pertaining to the results 
of examinations given by the 21 boards of examiners 
in the basic sciences reveals that certificates were 
issued to 6,107 candidates in 1956. Of these, 3,734 
were granted after written examination and 2,373 by 
reciprocity, endorsement, exemption, or waiver. The 
failure percentage for those reporting this information 
was 16.6. The basic science laws do not specify that 
a candidate reveal his school of practice. No attempt 
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has been made in this study to differentiate between 
the schools and the healing art represented by the 
candidates examined or certified. 

The last series of tabulations refers to the examina- 
tions given by the National Board of Medical Ex- 
aminers. The certificate of the National Board is 
recognized by the medical licensing authorities of the 
states, the District of Columbia, and the territories, 
with the exception of Arkansas, Florida, Georgia, In- 
diana, Louisiana, Michigan, North Carolina, and 
Texas. There were 2,072 physicians who were certified 
as diplomates last year. The largest number of candi- 
dates presenting the same type of credentials for 
medical licensure by endorsement last year were 
3,109 diplomates certified by the National Board of 
Medical Examiners in 42 states, the District of Co- 
lumbia, and the territories. 

This useful and informative study compiled annually 
by the Council is made available through the coopera- 
tion of the various examining and licensing boards; 
for their cooperation, the Counci] and THe JouRNAL 
wish to express appreciation. 


ADVANCES IN LICENSURE 


In the past few years there has been an increasing 
interest in the Federation of State Medical Boards to 
improve and reevaluate the whole field of licensure. 
The prime stimulus for this activity has come from 
two sources—the unanimous decision that a preliminary 
solution to the foreign-graduate problem had to be 
found, and the growing interest of the federation to 
relate itself more closely to the interests of medical 
education. 

The turning point in the foreign-graduate problem 
was reached when, in 1953, it was conceded that the 
management of the foreign graduate should be ap- 
proached from a national level in developing a prelim- 
inary program. The federation joined the Council on 
Medical Education and Hospitals, the Association of 
American Medical Colleges, and the American Hospi- 
tal Association to create the Educational Council for 
Foreign Graduates, Inc. Thus, for the first time, the 
federation and the other interested groups have deter- 
mined that educational qualification shall be a prime 
consideration in dealing with the foreign graduate in 
the future. Prior to this, there had been some experi- 
mentation with additional educational requirements 
in New York and Michigan which indicated the desir- 
ability of overcoming educational deficiencies. The 
federation will maintain a strong interest in this direc- 
tion in the future. The state boards are now aware that 
physicians coming from all over the world present 
varying levels of educational attainment. 

Having made this degree of progress in the foreign- 
graduate problem, the federation has now turned to 
some of its more domestic problems. It has become 
obvious in recent years that licensure had not recon- 
sidered its position in respect to the advances in mod- 
ern medical education. The teaching institutes of the 
Association of American Medical Colleges proved to 
be an excellent pattern for the approach to the re- 
evaluation of the licensing examinations. In 1956, the 
federation ratified a resolution to establish examination 
institutes designed to improve the local, as well as the 
national, level of state board examinations. It is also 
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expected that the completion of the institutes will 
result in far wider acceptance of interstate endorse- 
ment of medical licenses. 

A novel approach to the improvement of licensing 
examinations is the separation of educational and fit- 
ness testing. While this is a somewhat belated recog- 
nition of accredited medical education, it serves the 
purpose of creating a wider interest in medical educa- 
tion as well as a more accurate definition of what 
the licensing examination should be. In the first insti- 
tute, determination of the candidate’s understanding 
and appreciation of medical problems at a point be- 
yond graduation from medical school was defined as 
an obiective. 

The federation has an expanding interest in all 
phases of the education of a physician. One paper on 
the 1956 program was on some aspects of preprofes- 
sional education. Recently the attendance of federation 
members at educational meetings has increased yearly. 
A number attended the first World Conference on 
Medical Education in London in 1953. 

In looking ahead, licensure will interest itself in 
improved leadership, periodic evaluation of its po- 
sition, more uniform thinking on the problems of 
discipline and narcotic addiction in physicians, im- 
provement of public relations, closer relations with 
Canadian licensing authorities, and a better under- 
standing of basic concerns. Through the Federation 
Bulletin, more information on the state of medical 
education in other countries will be provided. 

Licensure has abandoned the static state, and it is 
dedicated to its responsibility in the dynamic progress 
of the medical profession. 


CONVENTION DRUG SAMPLES 


During recent medical conventions several unfor- 
tunate incidents occurred involving the distribution of 
drug samples. In one case, a boy about 10 years of age 
was found wandering alone through the technical ex- 
hibit, his pockets filled with almost two dozen bottles 
and envelopes of multicolored pills. What attracted at- 
tention to the lad was his eating one pill after the other. 
On questioning, he expressed his enjoyment of the 
candy coatings. Included in his cache was over 14 Gm. 
(200 grains) of barbiturates. In another such occur- 
rence that eventually could have proved dangerous, 
a guard stopped a man leaving the exhibit floor, who 
had evidently just removed his identification badge. 
When asked to show his credentials, the man ran away, 
leaving two shopping bags filled with more than 200 
samples of various drugs. . 

A third illustration points out still another cause for 
alarm. At the close of a moderate-sized medical con- 
vention a few years ago, a survey was made of the 
three major hotels that housed the visiting doctors. 
How much of various products had been distributed 
during the course of the technical exhibit was known, 
and it was found that over 80% of the samples collected 
had been discarded in the wastebaskets of the hotel 
rooms. 

The problem of how to give the doctor samples of 
pharmaceutical products in such a manner as will not 
endanger the public health seems to occur at every 
medical meeting. New attention has been focused by 
the Food and Drug Administration on this form of 


J.A.M.A., May 25, 1957 


physician’s sample distribution. While recognizing the 
common practice of distributing drug samples at medi- 
cal meetings, Deputy Commissioner John L. Harvey 
recently reminded pharmaceutical manufacturers of 
their legal responsibility to insure that prescription 
drugs be available only to legally authorized persons. 

Many physicians and the ethical drug companies 
are in agreement that letting the doctor see, feel, and 
then actually test a sample of a product, either on him- 
self or on the proper patient, will supply the most 
convincing evidence of its efficacy. In addition, both 
groups are agreed that comprehensive pharmacologi- 
cal data on the drug should accompany the sample. 
When the physician receives a product by direct mail, 
it is usually accompanied by package literature. If the 
detail man delivers the sample, he not only can supply 
the package literature and reports of research studies 
but he can answer, or at least obtain answers, to the 
doctor's queries. In the convention hall, however, 
while there are usually representatives of the pharma- 
ceutical houses available to provide information along 
with the sample, it is not unusual to find the samples 
piled up on the display counter, where they are easily 
accessible to nonmedical persons. It is this form of 
dispensing that is potentially hazardous. 

There is another method of supplying professional 
samples to the practicing physician who attends a 
medical convention, one that has been increasingly 
adopted over the past few years. This is the use of 
the registration card that is completed by the doctor 
when he observes a company’s exhibit. It seems, how- 
ever, that many physicians are hesitant to fill out such 
a card because of the fear of being deluged by dozens 
of detail men immediately after the convention. It 
would appear, on the surface, that a simple solution 
to allay such apprehension would be to have the regis- 
tration card include the statement, “Do you wish our 
professional representative to make a special visit? 
Yes__No__..” On this same card could be a listing of 
available samples, allowing the doctor to designate 
his interests. While this method will also relieve the 
doctor of having to carry various packages from meet- 
ing to meeting, at the same time it puts an additional 
responsibility on the pharmaceutical houses to mail 
the requested product to the doctor’s office within a 
reasonably short period of time. 

There is no doubt that most pharmaceutical manu- 
facturers are concerned over the problem of samples 
of potent drugs falling into the wrong hands. The 
Medical Exhibitors Association and the manufacturers 
have discussed repeatedly what can be done to keep 
the practice under control. For a convention of the 
size of the annual American Medical Association meet- 
ing, the problem assumes important practical signifi- 
cance. 

In consequence of this, an official placard carrying 
the Medical Exhibitors Association insignia that an- 
nounces the “no sampling” procedure will be supplied 
to and may be used by any of the pharmaceutical 
companies who will be present as exhibitors at the 
forthcoming Annual Meeting of the A. M. A. in New 
York City. This sign will read: 


WELCOME Doctor 


For your convenience, samples and literature will be delivered 
to your home or office as you request. 


red 
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MEDICAL LICENSURE STATISTICS FOR 1956 


FIFTY-FIFTH ANNUAL PRESENTATION OF LICENSURE STATISTICS BY THE COUNCIL ON 
MEDICAL EDUCATION AND HOSPITALS OF THE AMERICAN MEDICAL ASSOCIATION 


The data in the following annual report on Medical Licensure Statistics have been compiled 
by the staff under the supervision of Mrs. Anne Tipner, Assistant to the Secretary of the 
Council on Medical Education and Hospitals. The Council desires to express appreciation to 
the officers of the examining boards and licensing agencies who have cooperated in furnishing 
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INTRODUCTION EXAMINATION INSTITUTES 


Statistical compilations regarding medical licensure 
are presented annually in the State Board Number of 
THE JourNAL. The report for 1956 constitutes the 55th 
annual presentation. Data are included pertaining to 
(a) medical examining and licensing boards of the 
United States, the District of Columbia, and the 
territories and outlying possessions of the United 
States, (b) the boards of examiners in the basic 
sciences, and (c) the National Board of Medical 
Examiners. 

The computations presented are based on official 
records received throughout the year from all medical 
examining and licensing agencies of all states, Alaska, 
Hawaii, Guam, Puerto Rico, Virgin Islands, and the 
Canal Zone. The figures for Connecticut also include 
data reported by the homeopathic medical examining 
board of that state. The homeopathic boards in Louisi- 
ana and Maryland had no new licentiates last year. 
By recent legislative action in Maryland, the homeo- 
pathic board, after investigation regarding the issu- 
ance of spurious licenses, was abolished. All licenses 
issued by this board were canceled. Data are also 
included pertaining to the 21 boards of examiners in 
the basic sciences and, lastly, the National Board of 
Medical Examiners. The Council and THe JouRNAL 
gratefully acknowledge their appreciation to those 
who have supplied these data as well as other records 
furnished throughout the year to the American Med- 
ical Association. 


In the descriptive data reference is made to the total number 
of boards for which figures are reported. The figures include 
the examining and licensing boards in the territories and outly- 
ing posséssions and also the homeopathic board of Connecticut. 


After several years of concentration on the foreign 
graduate problem, the Federation of State Medical 
Boards of the United States turned its attention in 
1956 to the concept of reevaluating the licensing ex- 
aminations. Following the idea of the teaching insti- 
tutes of the Association of American Medical Colleges, 
the federation appointed a permanent committee to 
develop a program of institutes to review the major 
areas of medicine involved in examinations given by 
state boards. 

The permanent committee recommended certain 
objectives which are aimed at uniformity, equivalence, 
and improvement in quality in the licensing examina- 
tion. One of the essential decisions involved the sepa- 
ration of educational and fitness testing and a clear 
understanding of what each of these divisions involves. 
The effort will be made in the institutes to direct the 
licensing examination away from textbook questions 
and toward problem situations in the exercise of 
responsibility. 

The basic pattern of the individual institute will 
follow a program of analysis in a particular area cov- 
ered by a licensing examination. The first institute was 
in obstetrics and gynecology, given during the 1957 
Annual Congress on Medical Education and Licensure. 
Perhaps the basic question for each institute is, “What 
should be the type of examination best suited to this 
particular subject?” In the Obstetrics and Gynecology 
Institute, one of the significant conclusions reached 
was that the licensing examination should be one 
that would determine the candidate’s appreciation of 
medical problems and his responsibility toward them 
at a point beyond the final evaluation of the medical 
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school. This conclusion clearly divides educational 
and fitness testing by the introduction of the factor of 
responsibility as something of unusual value in the 
measurement of fitness. 

The institute idea takes for granted that the candi- 
date’s medical education has been satisfactory, and 
at the same time it recognizes that the student is 
restricted in using responsibility. Thus, the objective 
of fitness testing is moved ahead to a point where 
there has been a more liberal exposure to responsi- 
bility and follow through in the definitive care of 
patients. At the same time, examiners are cautioned 
not to pitch their questions at the level of advanced 
specialty training, since this is more properly the area 
for specialty board examinations. 

The examination institutes seem destined to improve 
the individual examiner by providing a better under- 
standing of his responsibility. It is also evident that 
the licensing examination will be improved in the 
general area of continuation education. Publication 
of the final reports of each institute will serve as a 
reliable guide to future examiners appointed to boards. 

The motivation to reevaluate the licensing examina- 
tion stems from the desire to have licensure assume 
a realistic role in modern medical education. 


MEDICAL LICENSURE STATISTICS 


The tables referring to medical licensure present 
figures pertaining to the number of candidates ex- 
amined, the number licensed, and the number who 
represent additions to the physician population. Data 
are also included pertaining to the regulations for 
medical licensure both of physicians who secured 
their professional training in the United States and 
Canada, and of physicians educated in other countries. 
The state boards are discussed first, followed by the 
basic science boards and the National Board of Med- 
ical Examiners. 


STATE BOARDS OF MEDICAL EXAMINERS 
Licenses Issued 


In 1956, 14,543 licenses to practice medicine were 
issued by 54 boards authorized by law to grant licenses 
to practice the art and science of medicine. The 
number licensed by each of these boards by examina- 
tion or by endorsement of credentials is shown in 
table 1. Of the 14,543 licenses issues, 7,122 were 
granted after written examination and 7,421 by reci- 
procity and endorsement of state licenses or the cer- 
tificate of the National Board of Medica] Examiners. 

Physicians certified in a given year after written 
examination were not in all instances tested in that 
year. The licensing boards of 27 states, the District 
of Columbia, Alaska, Canal Zone, Hawaii, Puerto 
Rico, and the Virgin Islands require a year of intern- 
ship for licensure. The candidate for medical licensure 
in some of these states is permitted to write the ex- 
amination before or while serving an internship and, 
if he is successful, the license is issued on completion 
of the internship. Licenses are withheld in some states 
for other technicalities. In general, also, the licenses 
of physicians examined in December are dated and 
issued in the early part of the following year. Table 1, 


therefore, includes some data on physicians who were. 
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examined in 1955 and on a few who were examined 
in previous years. The figures presented in this table 
will not correspond with succeeding tables that deal 
entirely with physicians examined for licensure within 
the year 1956. In tables 11, 12, and 13 can be noted 
the number of physicians who secured their first 


TaBLe 1.—Licenses Issued, 1956 


On the Basis 
of Reciprocity 


and 

Examination Endorsement Tota] 

18 87 105 
67 31 Gs 
490 1,255 1,745 
104 112 216 
10 146 16 
181 135 316 
242 95 337 
woe 294 198 492 
33 349 382 
118 34 132 
336 1,019 1,355 
209 81 290 
95 42 137 
366 212 578 
16 24 40 
234 122 356 
26 84 110 
7 20 27 
andes wna 0 3 3 
17 17 34 
46 14 60 


license in 1956 and who thus represent additions to 
the medical profession in the United States and its 
territories and outlying possessions. 

Of the 14,543 licenses to practice medicine and 
surgery issued in 1956, both by examination and by 
reciprocity and endorsement of credentials, the great- 
est number (1,745) were issued in California. New 
York licensed 1,355, while more than 500 each were 
registered in Florida, Illinois, Michigan, Ohio, Pennsy!- 
vania, and Texas. Delaware, Idaho, Montana, Nevada, 
North Dakota, South Dakota, Vermont, and Wyoming 
issued less than 50 each. The fewest (18) were |i- 


Vol. 164, No. 4 


censed in South Dakota. Among the territories and 
possessions, Puerto Rico licensed 60, Hawaii 4. 
Alaska 8, Guam 4, and the Canal Zone 3. None were 
licensed for private practice in the Virgin Islands. 
There was a decrease of 297 in the total number of 
licenses issued in 1956 as compared with the previous 
vear. The decrease in the number licensed after writ- 
ten examination was 257 and by endorsement or reci- 
procity the decrease totaled 40. . 

Totals of the physicians licensed for 21 previous 
vears, and for 1956, by both examination and _reci- 
procity or endorsement, are included in table 3. Be- 
ginning in 1936 there was a marked increase in the 
number of physicians licensed representing princi- 
pally the licensure of foreign-trained physicians. The 
increases in 1946 and succeeding years were the result 
of the increase in the production of physicians by the 
medical schools of the United States and Canada, the 
licensure of foreign-trained physicians, and in the 
reciprocity and endorsement group the movement of 
physicians to other locations for practice. In the 22- 
year period from 1935 to 1956, 252,156 medical licenses 
have been issued, 138,658 after written examination 
and 113,498 by endorsement of credentials. 


Candidates Examined 


In table 2 are recorded data referring to applicants 
for medical licensure by 51 licensing boards.’ For 
each board is given the number who passed and failed, 
the medical school of graduation, the percentage of 
failures for each school as well as each licensing 
board, and the number of states in which graduates 
of a given school were examined. Approved medical 
schools in the United States that are no longer in 
existence, foreign faculties of medicine, unapproved 
medical schools, and schools of osteopathy are not 
listed by name, but the numbers examined in these 
three categories are included after those for existing 
medical schools in the United States and Canada. 

Throughout the last calendar year 8,342 candidates 
were examined, of whom 7,179 passed and 1,163 
failed. The candidates represented graduates of 76 
existing approved medical schools of the United States, 
11 approved medical schools of Canada, 2 approved 
medical schools in the United States no longer in 
operation, 218 faculties of medicine or licensing corpo- 
rations of other countries, 5 unapproved medical 
schools in the United States that are no longer in 
operation, and 8 schools of osteopathy. Osteopaths 
who were granted the legal right to practice medicine, 
surgery, or both by the medical examining boards are 
included in these statistics. Osteopaths in other states 
who were granted the privilege of special practice by 
other than medical examining boards are excluded 
from these compilations. 

Examination and reciprocity meetings are scheduled 
at frequent intervals by licensing boards in most of 
the states to facilitate licensure and to enable phy- 
sicians to commence practice without undue delay. 
Later in this study a tabulation is included giving 
the schedules for all states. The publication of the 
dates for examinations and reciprocity or endorsement 
meetings is a regular biweekly feature of THE JOURNAL. 
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Represented among the 8,342 examinees were 6,149 
‘raduates of approved medical schools in the United 
States, of whom 4.5% failed; 165 graduates of ap- 
proved schools in Canada, with 11.5% failures; 9 who 
graduated from approved medical schools no longer 
in operation, all of whom failed; 1,783 graduates of 
faculties of medicine located in countries other than 
the United States and Canada, 43.2% of whom failed; 
44 graduates of unapproved medical schools at one 
time in existence in the United States, with 81.8% 
failures; and 192 graduates of schools of osteopathy, 
with 26% failures. 

As in table 1, the 8,342 examinees do not represent 
an equal number of persons, since a candidate tested 
in more than one state in a calendar year is counted in 
each state. If a candidate failed more than once in a 
given state within the year, however, he is counted in 
that state as an individual or a single failure. Figures 
that show the number of individual licentiates added 
to the medical profession in 1956 are given in tables 
11, 12, and 13. 

The University of Tennessee, a state university, | 
had the greatest number of graduates for any one 
school examined for medical licensure in 1956. There 
were 231 graduates examined, of whom 136 were 
tested in Tennessee and 95 in 11 other states. The 
greatest number examined from a private school was 
175, representing Tulane University School of Medi- 
cine; they were tested in 13 states, with 104 being ex- | 
amined in Louisiana, where the school is located. 
Twenty-seven schools each had more than 100 of 
their graduates examined for medical licensure in 
1956 as follows: 


No. of 
States in 
Which 
Examina- 
No. of tions 


State and Municipal Schools Examinees Were Taken 


University Of 129 8 
Medical College of Virginia 120 
Southwestern Medical School .............c0eeee0 107 6 
Louisiana State University 14 3 
University Of 104 9 
Of 10) 5 


Private Medical Schools 


114 5 
113 7 
University of Pennsylvania 109 16 
University Of 104 10 
Hahnemann Medical College ................008. 101 12 


The State University of New York at Syracuse, with 
nine examinees, had the fewest number of applicants 
for medical licensure by written examination before 
state boards. The majority of the graduates of this 
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1 2 8 4 6 6 7 9 wn 8 BWM 4 
SCHOOL PF PF PF PF PF PF PF PF PF PF PF PF PF PF PF PF PF PF PF PF PE P 
ALABAMA 


ARKANSAS 


CALIFORNIA 


COLORADO 


CONNECTICUT 


DISTRICT OF COLUMBIA 


Georze Washington University School of Medicine. .... .... .... 10........ 101 015 1 1 0.... 10 1 


FLORIDA 


GEORGIA 


Emory University School of Medicine, Atlanta..... .. .. 
ILLINOIS 
Northwestern University Medical School, Chicago. 2 0 .... .... 6 @.. SOLO 
Stritch School of Med. of Loyola Univ., Chieayo.. .... ........ 20 
University of Chicago, The School of Medicine..... .. .. 0-2... 64. 
INDIANA 
Indiana University School of Med., Bloominzton- 


IOWA 
KANSAS 
University of Kansas School of Medicine, Lawrence- 
KENTUCKY 


LOUISIANA 
MARYLAND 


University of Maryland School of Medicine and 


364 


MASSACHUSETTS 
Tufts University School of Medicine, Boston....... .. .. 50 


MICHIGAN 


University of Michigan Medical School, Ann Arbor .... .... 


MINNESOTA 
University of Minnesota Med. School, Minneapolis. .... ........ 10.... 10........ 3 U.....26. 1 5 


MISSOURI 
20 


NEBRASKA 


Creighton University Schooi of Medicine, Omaha... .... 2 0.... 


NEW YORK 


University of Buffalo School of Medicine........... .... 
Columbia University College of Physicians and 

Cornell University Medical College, New York..... .... 
New York Medical College, Flower and Fifth Ave- 
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TABLE 2.-CANDIDATES EXAMIN 


SCHOOL 


NEW YORK—continued 
New York University College of Medicine.......... 
State University of New York College of Medicine, 


Alabama 


12 


Univ. of Rochester School of Med. and Dentistry... .. .. 


State Univ. of New York College of Med., Syracuse .. .. ie 


NORTH CAROLINA 


Univ. of No. Carolina School of Med., Chapel Hill. .. .. 


Duke University School of Medicine, Durham...... 
Bowman Gray School of Medicine of Wake Forest 


OHIO 
University of Cincinnati College of Medicine....... 


se ee 


Western Reserve Univ. School of Med., Cleveland.. .. .. 
Ohio State University College of Med., Columbus.. .. .. 


OKLAHOMA 


Univ. of Oklahoma School of Med., Oklahoma City .. .. 


OREGON 


University of Oregon Medical School, Portland.... .. .. 


PENNSYLVANIA 


Hahnemann Med. Coll. and Hosp. of Philadelphia. .. .. 


Jefferson Medieal College of Philadelphia.......... 
Temple University School of Medicine, Philadelphia 


University of Pittsburgh School of Medicine....... 
SOUTH CAROLINA 


Univ. of Pennsylvania School of Med., Philadelphia .. .. 
Woman’s Med. Coll. of Pennsylvania, Philadelphia .. .. 


Medical College of South Carolina, Charleston.... .. . 


TENNESSEE 
Univ. of Tennessee College of Medicine, Memphis. . 
Meharry Medical College, Nashville................. 
Vanderbilt Univ. School of Medicine, Nashville..... 
TEXAS 
Univ. of Texas Southwestern Med. School, Dallas.. 


University of Texas Medical Branch, Galveston.... .. ns 
Baylor University College of Medicine, Houston... .. .. 


UTAH 
University of Utah School of Med., Salt Lake City .. .. 
VERMONT 
University of Vermont College of Med., Burlington .. .. 
VIRGINIA 
Univ. of Virginia School of Med., Charlottesville.. ... 
Medical College of Virginia, Richmond............. 
WASHINGTON 
University of Washington School of Med., Seattle. 
WISCONSIN 


University of Wisconsin Medical School, Madison.. .. .. 
Marquette University School of Med., Milwaukee... .. .. 


PUERTO RICO 


Univ. of Puerto Rieo School of Med., San Juan.... .. .. 


CANADA 


Univ. of Alberta Faculty of Medicine, Edmonton... .. .. 


Univ. of British Columbia Fac. of Med., Vancouver .. .. Ail Tee 


Univ. of Manitoba Faculty of Medicine, Winnipez. .. .. 


Dalhousie University Faculty of Medicine, Halifax 
University of Ottawa Faculty of Medicine......... 


Queen’s University Faculty of Medicine, Kingston. .. .. 
Univ. of Western Ontario Faculty of Med., London .. 


University of Toronto Faculty of Medicine........ 


MeGill University Faculty of Medicine, Montreal... .. .. 


University of Montreal Faculty of Medicine........ 
Laval University Faculty of Medicine, Quebec..... 


OTHERS 
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school are licensed by endorsement of the certificate 
of the National Board of Medical Examiners. This is 
also true of other schools with small numbers of ex- 
aminees. 

There were 165 graduates of 11 approved medical 
schools in Canada tested for medical licensure in 1956 
by 29 boards. The figures are given for each licensing 


3.—Licenses Issued, 1935-1956 


Reciprocity 
and 

Year Examination Endorsement Total 

5,725 2,194 7.919 
6,276 2,773 9,049 
6,289 2 366 9,155 
7,080 2,596 9,676 
5,580 3,622 9,202 
pis §,252 6,929 12,181 
5,454 6,755 12,209 
138,658 113,498 252,156 


Taste 4.—Graduates of Medical Schools in Canada Examined 
for Licensure in the United States, 1956 


Examined Passed Failed 

27 23 4 
vas 1 1 0 
1 1 0 
6 6 0 
3 3 0 


board by school in table 2 and numbers examined by 
each board in table 4. Of the 165 candidates exam- 
ined, 146 passed and 19, or 11.5%, failed. 

Nine graduates of two approved medical schools no 
longer in operation were tested in two states, and 
none were successful, Graduates of five unapproved 
medical schools were examined in three states and 
graduates of eight schools of osteopathy in 11 states. 
Unapproved schools were represented by 44 graduates, 
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of whom 9 passed and 35, or 81.8%, failed. Of 192 , 
osteopathic graduates, 142 passed and 50, or 26%, 


failed. Graduates of 218 foreign faculties of medicine 
were examined by 36 boards. There were 1,783 such 
graduates, with 771, or 43.2%, failures. 

Graduates of the University of Miami School of 
Medicine at Coral Gables, Fla., appeared for the 
first time in state board examinations in 1956. This 
school graduated its first class of doctors of medi- 
cine last year. Twenty-four graduates were examined 
in Florida and two in Georgia, and all passed. Grad- 
uates of the University of Puerto Rico School of 
Medicine also appeared for the first time before 
state medical examining boards last year. Thirteen 
graduates were examined in five states, of whom 
two, or 15.4%, failed. 

Totals for the six categories are given in table 5. It 
will be noted that 4.5% of the graduates of existing 
approved medical schools in the United States and 
11.5% of the graduates of Canadian schools failed. The 
greatest number of failures fell within three groups: 
foreign faculties of medicine, unapproved medical 
schools, and schools of osteopathy. Those in these 
three groups registered by medical boards are sep- 
arately discussed in later tables, 


TABLE 5.—Source of Candidates Examined for Licensure 
in the United States, 1956 


No. of No. No. No. % 
Medieal Schools Schools Examined Passed Failed Failed 
Approved schools in 


76 6,149 5,870 279 4.5 
Approved in Canada .......... 11 165 146 19 11.5 
Unapproved schools ........... 5 44 9 35 81.8 
Schools of osteopathy ......... 8 192 142 5O 26.0 

8,342 7,179 1,168 13.9 


Consolidated Results of Examinations 


The combined results of two groups of examina- 
tions, the state medical board examinations and part 
3 of the examinations of the National Board of Medi- 
cal Examiners, are given in table 6. This table repre- 
sents a comprehensive analysis of the performance of 
physicians from individual schools. It will be noted 
that in some instances schools having failures before 
state licensing boards had few, if any, failures before 
the National Board. 

In 1956 there were 6,149 graduates of approved 
medical schools in the United States examined by 
state boards, of whom 4.5% (279) failed. In the same 
calendar year 2,106 graduates of these schools were 
tested in the final examination of the National Board, 
and 12 failed. In both groups, a total of 8,155 were 
examined, of whom 7,864 passed and 291, or 3.6%, 
failed. 

Of the graduates of Canadian medical schools, 
11.5% failed state board examinations in the United 
States and one failed the National Board test. Only 19 
graduates of foreign medical schools were examined 
by the National Board, while 1,783 were examined by 
state boards. The National Board did not examine in 
1956 any graduate of an approved medical school no 
longer in existence. There were also none examined 
by the National Board in the unapproved medical 
school or osteopathic categories. There is no compari- 
son to be made in the three groups last mentioned. 


164, 


3LE € 
an 


Sel 
eal Colles 
ersity of 
pee of Me 
_ of Sout 
ford Uni 
Cali 
_ of Cali 
ersity of 
Universi 
‘vetown | 
‘ve Wash 
ard Uni 
rersity of 
ry Unive 
ical Colle 
ago Med 


hwestern 


ch Scho 
ersity of 
versity 01 
jana Univ 
e Univer: 
versity 
versity 01 
isiana St 
Unive 
Hopkin 
versity 
ton Univ 
ward Mec 
ts Colleg 
rersity 
Unive 
ersity 01 
BLouis Un 
khington 

ghton 
ersity 
Medi 
e Univ. 

ersity 0 
imbia U 
mell Univ 
York M 
York U1 
versity oO 
‘ce Univ., 
v. of Nor 
ke Univer: 
winan-Gre 
versity o 
Res 
lo State | 
versity o 
nemann 
erson Me 
Uni 
versity © 
nan’s M 


versity © 
i. Col. 
versity 
arry Me 
hderbilt 1 
thwester 
versity © 
ylor Univ 
versity © 
versity o 
versity ¢ 
lical Col 
versity ¢ 
versity ¢ 
rquette 
versity ¢ 


ubtotals 


versity ¢ 
vy. of Bi 
iversity 
housie U 
en’s Uni 
iversity « 
iv. of W 
iversity 
Uni 
iversity 
val Univ 


ubtotals 


tinet me 
approver 
eopathic 
reign me 


'otals 


164, No. 4 


-3tE 6.—Combined Results of Examinations of State 


uel. rds and the National Board of Medical Examiners, 1956 


Results by 
Medical 


Part 3 


Examina- 


tion of 


National 
Examining Board of 


Board Medical Total 

Tests Examiners Ex- Totals 
am- 

Sehool P F F ined P F 
eal College of Alabama = 85 2 87 85 2 
ersity of Arkansas ... 70 1 7 #O _ 1 
pee of Med. Evangelists .86 2 119 «#117 2 
_of Southern Calif. ... 67 0 68 O68 0 
ford University ....... 56 1 68 «67 1 
_of California, L. A... 31 0 8 86 39 39 0 
_ of California, 8. F... 4 85 0 
ersity of Colorado .... 75 1 : © 78) «(O77 1 
University ............ 2 % 2 4 
-gvetown University .... 33 1 78 1 113° «1 2 
Washington Univ... 27 1 69 2 
ard University ........ 13 5 69 13 
rersity of Miami ....... 26 0 0 
ry University .......... 110 1 114 «110 4 
ical College of Georgia. 76 7 1 0 M4 77 7 
ago Medieal Sehool ... 24 4 «(OO 89 RT 2 
‘}hwestern University ... 108 9 51 1 169 «159 Ww 
ech School of Medicine. 73 4 31 0 108 «104 4 
ersity of Chicago ..... 42 4 OO 4 
ersity of Illinois ...... 158 9 31 198 189 9 
Jana University ......... 14 7 163. 156 7 
e University of Iowa... | 116 3 i 126 «123 3 
versity of Kansas ...... 117 1 ¢ @ 122 121 1 
versity of Louisville ... 1 5 110) 105 5 
isiana State University. 102 2 5 109 2 
ane University .......... 162 13 o oO 175 «162 13 
Hopkins University .. 5 0 9 5 
rersity of Maryland ... 111 7 6 0 124 «117 7 
ton University ......... 14 4 74 1 9 8&8 5 
rvard Medieal School ... 41 1 109 O 151 «(150 1 
ts College Med. School. 18 133 «130 3 
rersity of Michigan .... 191 3 7 201) «198 3 
me 71 4 o 4 
ersity of Minnesota ... 127 2 B CO 132 «130 2 
Louis University ....... 132 6 6 0 144 «138 6 
hington University .... 109 4 is 0 131 «+127 4 
ghton University ...... 75 3 9 oO 87 84 3 
ersity of Nebraska .... 9% 3 98 3 
nny Medieal College .... 11 0 52 638 68 0 
e Univ. N.Y., Brooklyn 26 156 1 
ersity of Buffalo ...... 12 3 66 1 82 78 4 
imbia University ...... 31 1 109 1 142 «+140 2 
mell University ......... 35 4 68 1 106-103 3 
York Medical College... 43 9 122 1 175) (165 10 
York University ....... 21 1 8135 1 167) 156 11 
versity of Rochester ... 22 1 43 66 «65 1 
ice Univ., N. Y., Syracuse 8 1 7 oO 4 83 1 
v. of North Cerolina ... 57 4 oO 61 AT 4 
118 Ww 9 O 137 «(127 10 
wman-Gray Sch. of Med. 54 2 | 2 
versity of Cincinnati... 97 7 16 7 
Ktern Reserve University 7s 183 OO 9 91 2 
lo State University ..... 160 2 166 4 
versity of Oklahoma... 99 2 103 «101 2 
versity of Oregon ...... 65 2 1 60 83 1 2 
hnemann Med. College... % 7 499 150) (148 7 
erson Medical College .. 170 4 Is 0 192 188 4 
iple University ......... 103 48 OO 146 
versity of Pennsylvania 108 1 142) «141 1 
nan’s Medica) College.. 28 0 50 0 
versity of Pittsburgh .. 101 3 7 #O 111 «108 3 
i. Col. of So. Carolina... 65 0 65 65 0 
versity of Tennessee.... 221 Ww 233 «4223 
arry Medical College... 73 10 0 oO 83 73 10 
hderbilt University ...... 48 2 1 1 52 #49 3 
thwestern Med. School.. 104 3 0 Oo 107-104 3 
versity of Texas ........ 156 7 0 0 163 (156 7 
ylor University ........ 1 1 0 78 1 
versity of Utah ......... 48 2 o oO nO «48 2? 
versity of Vermont ..... 15 1 2 80 4 «648 1 
versity of Virginia ..... 71 5 : 
lical College of Virginia 110 10 s 0 128 118 1 
versity of Washington... 50 0 2 0 0 
versity of Wisconsin ... 0 5 89 89 0 
rquette University ...... 91 6 ll 96 108-102 6 
versity of Puerto Rieo.. 11 2 23 oO 3836 2 
ubtotals: U. S. schools.. 5,870 279 1,994 12 8,155 7,864 291 
versity of Alberta ...... 7 1 o oO 8 7 1 
v. of British Columbia. 0 0 1 0 1 1 0 
versity of Manitoba ... 27 1 0 oO 23 2 1 
housie University ....... 7 1 3. OO 11 10 1 
en’s University ......... 1 1 15 1 
iversity of Ottawa ...... 16 1 3. OO 2» 19 1 
iv. of Western Ontario.. 7 1 1 0 9 s 1 
iversity of Toronto ..... 20 3 8 0 318 3 
Hill University........... 30 3 36 1 7 866 4 
iversity of Montreal .... 10 2 2 
WOl 12 5 18 13 5 
ubtotals: Can. schools... 146 19 @ 1 225 205 20 
tinet medical schools.... 0 9 0 0 9 0 9 
approved med. schools.. 9 35 0 Oo 44 9 35 
eopathie schools ........ 142 0 0 192 142 
reign medical faculties... 1,012 771 19 1,802 1,031 771 
ee ee 7,179 1,163 2,072 13 10,427 9,251 1,176 
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The total of all candidates examined by state boards 
was 8,342, of whom 7,179 passed and 1,163, or 13.9%, 
failed. For both groups—state boards and the National 
Board—10,427 were examined; 9,251 passed and 1,176, 
or 11.3%, failed. 


Failures in Medical Licensure Examinations 


Licensure failures in 1956 before state medical li- 
censing boards are further analyzed in table 7. In this 
tabulation is given the number examined in each state, 
the number who failed the examination. and the per- 
centage of failures. 


TasLe 7.—Failures in Medical Licensure Examinations 


No. No % 
State in Which Examined Examined Failed Failures 


67 27 40.3 
203 0 0.0 
188 7 3.7 
122 0 0.0 
61 19 31.1 
120 2 17 
2 0 0.0 
221 12 5A 
91 0 00 
9 0 0.0 
179 0 0.0 
4 0 00 
276 42 15.2 
7 0 0.0 
Alaska, Guam, Hawaii, and Puerto Rico...... s4 22 6.2 


The following nine approved schools in the United 
States had no failures among their graduates in medi- 
cal licensing examinations last year: 


No. of 
States in 
Which 
No. of Examina- 
Graduates tions 
Examined Were Taken 
University of Southern California ............ ave 67 2 
University of California, San Francisco .......... 81 3 
University of California, Los Angeles ............ 31 1 
University of Miami ...... oesbonevermecedadsbtooese 26 2 
Woman’s Medical College 28 11 
Medical College of South Carolina ................ 65 2 
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14 
28 
6.6 
1.5 
6.6 
7.3 
3.6 
4 
4 
0.7 
0.0 
2.4 
0.0 
4.1 
12.0 
1.3 
6.5 
7.8 
0.0 
3.6 
1235 
3.6 
9.1 
6.3 
5.8 
15.4 
27.8 
100.0 
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Reciprocates with, or Endorses Certificates Granted by 
2 
7. Ss = a $3 
= The Examining Board of ARR 
+ + + + + + + + +3 
No reeiprocity or endorsement policies re y 
+ +414 4+ 4414414 4 4 4414 4414 4414414 4 4 4414 4+ 4+ 4+ + + «444 
+. +4+4+..4. 4+ 44444444428. 4 + + 4+ «4+ 
oe ee oe oe oe oe oe oe ee ee ee ee oe oe oe ee ee oe ee ee oe ee oe ee oe oe oe ee 
++++ + + 444.88 4444 
42 TOXAS tt te 
47 West Virginia > + 20 20 20 4+ 4+ 4+ 4+ + +4++4+ + + 
t+ + + + +++ t+ + + t+ 
No reciproeal relations. . 


No reciproeal relations. . 


> 


"This summary. should be ‘supplemented by ‘direct communieation with the 


Some states have additional requirements for graduates of schools 
outside the United States and Canada. 

+, indicates reciprocal or endorsement relationships have been estab- 
lished; .. indicates no reciprocal or endorsement relationships have been 
established. (See column—‘‘At the diseretion of the board.’’) 

1. Ist P, first papers required; ©, in citizenship column indicates full 
citizenship required, in other columns it implies a requirement. 

2. In most cases there is a small additional recording or registra- 
tion fee. 

3. Year of practice after internship required. 

4. Internship accepted in lieu of one year’s practice. 

5. Two years professional practice required. 

6. All applicants must be graduates of a medical school approved by 
the American Medical Association. 

7. Just preceding application. 

8. Not required if applicant has been in practice more than 5 years. 

9. Basie science certificate required either by reciprocity or examina- 
tion in addition to basie science subjects of National Board. 


Thirty-eight schools had less than 5% and 19 had 
between 5 and 10% failures among their graduates. 
There were 10 schools with 10% or more failures in 
state examinations. The over-all figures and percent- 
ages for failures are modified when included with the 
results of the final examinations of the National Board 
of Medical Examiners (table 6). 

It can be noted, referring to table 4, that those states 
with high percentages of failures examine a consider- 
able number of foreign-trained physicians. The one 
exception is Florida. This state has no reciprocal pro- 
visions for medical licensure, and physicians planning 
semiretirement in a more ideal climate seek licensure in 


10. Canadian citizens are required to file first papers. 

11. Not applicable to citizens of Canada. 

12. Oral examination required when application is based on a lice 
dated five or more years prior to filing application. 

13. No reciprocity. 

14. Oral examination required. 

15. Endorsement of National Board of Medical Examiners $35. 

16. Actual practice for a period of three years immediately preced 
date of application. 

17. Practical, clinical examination required. 

18. In lieu of its own examination, certificate of National Board mi 
be accepted in whole or in part. 

19. Minimum fee. 

20. Licentiates of California, Colorado, Indiana, Iowa, Kansas, Mas 
chusetts, New York, and Rhode Island accepted on reciproeal basis 
diseretion of board. 

21. Not required if country in which applicant is licensed will ad 
to practice citizens of the United States licensed to practice in sou 


this state. Many of these physicians graduated fror 
medical school in the early years of the century at 
experience difficulty in writing examinations. 

In general, state licensing boards require the app): 
cant to receive an over-all average of 75%, and 
least 60% in any one subject. In case of failure in né 
more than two subjects, the applicant is permitted ! 
second examination within 12 months. A few stats 
consider such persons as conditioned in the subjeci 
in which they fail. Conditioned candidates are né 
counted as failures in these statistics. When thei 
grades are raised after a successful examination, the' 
are recorded among those who passed. 
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secretary of the licensing board of the state in which the physician is interested. 
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state or on proof of requirements similar to those required by California 
for graduates of foreign medical schools. 

22. At diseretion of Health Bureau. 

23. Oral examination required if applicant's state requires it. 

24. If the applicant passes the examination in the state from which 
he transfers after the completion of his internship, no practice is 
required. 

25. May require oral examination. 

26. Internship accepted at the discretion of the board as the equiva- 
lent of two years’ practice. 

27. Fee, $25. 

28. Fee same as applicant's state charges but not less than $50. 

29. A two year internship or a year of residency is accepted. 

30. Diplomates of National Board not required to have been in practice 
for three years. 

31. Same as required of candidates of state applying for licensure. 

32. Not required for licensure by reciprocity. 

33. Reciprocity applicants only. 


Of the 14,543 persons obtaining licenses in 1956, 
254 failed state board tests before obtaining a license. 
Of these, 127 had one failure, 55 had two failures, 26 
had three failures, and 18 had four or more failures. 
Twenty-eight physicians had failures ranging from 5 
to 12 in tests before securing licensure. 


Registration by Reciprocity and Endorsement 


A summary of the reciprocity and endorsement pol- 
icies pertaining to medical licensure is included in 
table 8. One state, Florida, requires all applicants for 
medical licensure to pass a written examination. 
Hawaii and the Virgin Islands do not have reciprocal 


| 


34. Supplemental! examination required in certain cases when accepting 
the examination of a state with whom reciprocal relations have not 
been established. 

25. Applicants issued certificates prior to October, 1953, acceptable, 

36. Fee same as applicant's state charges but not less than 875. 

37. For matriculants after Oct. 15, 1937. 

39. Reciprocity extended at discretion of board to candidates whose 
qualifications would entitle them to admission to examination and who 
took examination equivalent to that required by this board. 

40. Permanent license withheld until completion of citizenship. 

41. At the diseretion of the board. 

42. Graduates of foreign medical schools are not accepted for leen- 
sure by reciprocity. 

43. Reciprocity extended at discretion of board to states havine com- 
parable licensing requirements and which accept Colorado applicants on 
a substantially equal reciprocal basis. 

44. Consecutive years immediately preceding application. 

45. Graduates of foreign medical schools not aecepted, 


relations with any state, but Hawaii will endorse phy- 
sicians certified by the National Board of Medical 
Examiners. Twenty boards require applicants for li- 
censure to obtain a certificate from the board of 
examiners in the basic sciences of the state. In the 
section of this report pertaining to basic science 
boards is included a table outlining the reciprocity, 
endorsement, exemption, or waiver policies of the 
basic science boards. 

Twenty-seven states, Alaska, and Puerto Rico have 
reciprocal agreements with specific states. In 23 states 
reciprocity is extended at the discretion of the licens- 
ing board. Eighteen states, which have reciprocal 
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agreements, also have similar discretionary powers to 
endorse applicants from nonreciprocating states who 
present credentials that correspond with those re- 
quired by their respective states in the year issued. 
Also in this table is a column indicating the recogni- 
tion accorded the certificate of the National Board 
of Medical Examiners. 

Additional requirements, including professional 
practice, citizenship, oral examination, internship, and 
the fee for a license by reciprocity or endorsement, 
are also recorded. In some states, physicians of Can- 
adian birth are exempt from the citizenship require- 
ment. This is indicated by footnote. Few states will 
accept graduates of foreign faculties of medicine on a 
reciprocal basis. Other requirements or exemptions 
are indicated by footnotes; footnote numbers are re- 
ferred to in the column headed “Miscellaneous.” 

This chart will be made available in reprint form. 
It is helpful to physicians who are considering a 
change in location. The facts recorded in this table are 
intended to present merely statements of licensure pol- 
icies. The information here given should be supple- 
mented by direct communication with the licensing 
boards. A list of the executive officers in charge of 
medical licensure appears elsewhere in this report. 

The procedure in issuing licenses by reciprocity or 
endorsement varies. Some states consider applications 
for licensure at any time, while others hold monthly, 
quarterly, or semiannual meetings. The policy in 
effect in each state is shown in table 24. In addition, 
THE JouRNAL publishes biweekly the exact dates when 
applications are considered. 

In table 9 are presented data pertaining to the cre- 
dentials accepted as the basis for licenses granted 
without written examination in 1956. There were 7,421 
so registered on the basis of licenses issued by other 
boards, the certificate of the National Board of Medi- 
cal Examiners, by special exemption, and by accept- 
ance of service with an agency of the government of 
the United States. 

California issued the greatest number of licenses by 
this method. In this state 1,255 were registered. New 
York licensed 1,019. Four other states licensed more 
than 275—Connecticut 297, Massachusetts 349, New 
Jersey 384, and Ohio 332. The largest number of 
candidates presenting the same type of credential were 
the 3,109 diplomates certified by the National Board 
of Medical Examiners. 

There were 321 licenses that were issued in Illinois, 
213 in Maryland, 223 in New York, 265 in Ohio, and 
264 in Pennsylvania presented to other states for recip- 
rocal registration. California, which issued the great- 
est number of licenses by reciprocity or endorsement 
(1,255), certified only 147 of its licentiates to other 
states. Figures for other states were fewer than 250. 
Thirty-four medical officers of one of the federal serv- 
ices received licenses by endorsement of military cre- 
dentials in five states. Twenty-five were licensed by 
nine boards on the basis of a license issued in Alaska, 
Hawaii, or Puerto Rico; 20 by five boards on the 
basis of Canadian or foreign credentials; and three 
were licensed in the Virgin Islands by special endorse- 
ment for civilian practice. 
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In table 10 are reported the numbers from individ, 
ual schools represented by the 7,421 reciprocity licey. 
tiates. Every approved medical school in the Unite 
States and the University of Puerto Rico had grag. 
uates licensed without written examination in 19% 
All of. the approved Canadian schools were so regis. 
tered with one exception—the University of Britis) 
Columbia. The 7,421 licentiates included 6,985 grady. 
ates of approved schools in the United States anq 
Puerto Rico and 121 from Canadian medical school 
Licenses without written examination were obtaine; 
by 180 foreign-trained physicians in 26 states, and 2 
graduates of approved medical schools no longer jy 
operation were registered in 13 states. Twenty grado. 
ates of unapproved medical schools secured licenses 
in 9 states, and 91 graduates of schools of osteopathy 
were registered in 10 states. This table reflects the 
movement of physicians to states other than the one in 
which they obtained their professional training or in 
which they first established their practice. 


Licentiates Representing Additions to the 
Medical Profession 

The numbers of licentiates of 1956 who received 
their first license to practice medicine and surgery 
during the last calendar year and thus represent addi- 
tions to the medical profession is shown in table 11. 
The compilation of this table includes candidates e- 
amined and licensed in 1956, some who were exam- 
ined in previous years but whose licenses were with- 
held until 1956 pending completion of a required 
internship, citizenship, or other technicalities, and 
physicians not previously licensed in any state who 
were certified during the year on the basis of the ex- 
amination of the National Board of Medical Examin- 
ers. The figures also include physicians licensed on 
the basis of government credentials, those who re- 
ceived Canadian licenses, and those licensed by special 
exemption. The majority represented are recent grad- 
uates. 

There were 7,463 additions to the medical profession 
in the United States and its territories and outlying 
possessions. In 1956, 3,659 deaths of physicians were 
reported to the offices of the American Medical Asso- 
ciation. Deducting the number of deaths in 1956 from 
the number of persons licensed for the first time, it 
will be seen that there was a net increase of 3,804 in 
the physician population last year. 

Among the 7,463 licentiates representing additions 
to the medical profession in the last calendar year 
were 6,035 whe secured their licenses by examination 
and 1,428 by endorsement of credentials. The majority 
of the latter were diplomates of the National Board 
of Medical Examiners. 

The numbers of first licentiates, arranged in nine 
geographical divisions, are compiled in table 12. The 
geographical divisions representing the greatest num- 
ber of additions to the medical profession were the 
Middle Atlantic States with 1,532, the East North 
Central States with 1,437, and the South Atlantic States 
with 1,210. More than 400 were added in each of five 
other groups: West North Central 824, Pacific 720. 
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Taste 10.-CANDIDATES LICENSED By 


— 


Marginal Number 


SCHOOL 


ALABAMA 
Medical College of Alabama, Birmingham 
ARKANSAS 
University of Arkansas School of Medicine, Little Rock........ 
CALIFORNIA 
College of Medical Evangelists, Loma Linda-Los Angeles...... 
University of Southern California School of Medicine, L. A..... 
Stanford University School of Medicine, San Francisco....... i 
University of California School of Medicine, San Francisco.... 
University of California School of Medicine, Los Angeles...... 
COLORADO 
University of Colorado School of Medicine, Denver 
CONNECTICUT 
Yale University School of Medicine, New Haven 
DISTRICT OF COLUMBIA 
Georgetown University School of Medicine 
George Washington University School of Medicine 
Howard University College of Medicine.........ccccsecccccceces 
FLORIDA 
University of Miami Sehool of Medicine, Coral Gables..... 
GEORGIA 
Emory University School of Medicine, Atlanta 
Medical College of Georgia, Augusta 
ILLINOIS 
Chicago Medical School 
Northwestern University Medical School, Chicago............ ae 
Stritch School of Medicine of Loyola University, Chicago...... 
University of Chieago, The School of Medicine............... “on 
University of Illinois College of Medicine, Chicago 


INDIANA 
Indiana Univ. School of Medicine, Bloomington-Indianapolis.. 
IOWA 
State University of lowa College of Medicine, lowa City 
KANSAS 
University of Kansas School of Medicine, Lawrence-Kansas City 
KENTUCKY 
University of Louisville School of Medicine, Louisville..... eae 
LOUISIANA 
Louisiana State University School of Medicine, New Orleans.... 
Tulane University School of Medicine, New Orleans............. 
MARYLAND 
Johns Hopkins University School ot Medicine, Baltimore 
University of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore 
MASSACHUSETTS 
Boston University School of Medicine.............. peatemee 
Harvard Medical School, Boston............ 
Tuits University School of Medicine, Boston........ erences 
MICHIGAN 
University of Michigan Medical School, Ann Arbor 
Wayne State University College of Medicine, Detroit 
MINNESOTA 
University of Minnesota Medical School, Minneapolis........... 
MISSOURI 
St. Louis University School of Medicine 
Washington University School of Medicine, St. peers pebeeeews 
NEBRASKA 
Creighton University Schcol of Medicine, Omaha 
University of Nebraska College of Medicine, Omaha............ 
NEW YORK 
University of Buffalo School of 
Columbia University Co'lege of Physicians and =. 
Cornell University Medical College, New York.. 
New York Medical College, Flower and Fifth Avenue Hospitals 
New York University College of Medicine...............seeeeeees 
State University of New York College of Med., New York City.. 
University of Rochester School of Medicine and Dentistry 
State University of New York College of Medicine, Syracuse.... 
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Arkansas 


California 
Colorado 


Connecticut 


Delaware 


Dist. of Columbia |! & 


Illinois 


16 


Kentucky 


17 


Louisiana 


—= 


3 


| com to 


= s a 
a a 
= #8 Za 
Oo & 8 ss 
28 


Vol. 164, No. 4 


REU|PROCITY AND ENDORSEMENT, 1956 


ED By 


51 


» 


| 


41 


40 


i 
| 
| 
& | 
| 
| 
| 
| 


sequin 


W 
AN 
A BOM 
JUOULIOA 

puss, epodHy 
BluRAlAsuued 


o140 
WON 


MAN 
MON 
MAN 

MeN 
BPBAIN 
BYSBIGIN 


an 


118 


Nn 


20 


Nn 


= 
ar 

3 
as 
“ON 
~onw 
aoe 
re 
cm 
© 
om 
aia 7 


Nn 


41 


3 


10 


2 


3 


aon 


11 


11 


a 
- 
@ 
- 
+ 


10 


Nn 


| 


11 


11 


24 


nN 


4 
nan & 
N 
= 
= 
. 
| 
an 
= 
oN 
nN 
ae 
oe 
an 


oe 
nN 
Leal 
ar 
ere 
or 
. 
ie 


on 
. . 

_ 


moe 
m+ 
4 
or 


ow is 
Ss 


3 
1 
2 


¢ 
@ . 


= 


108 
1 


| 


| 

ee oo oe oe ee ee oe ee oe ee oo ee ee ee ee oe oe ee ee ee oe ee oe 

. 8 w « 67 39 


434 J.A.M.A., May 25, 1957 


TasLe 10.-CANDIDATES LICENSED py 


Marginal Number 


Marginal Number 


Alabama 
Arizona 


NORTH CAROLINA 
University of North Carolina School of Medicine, Chapel Hill. . 
Duke University School of Medicine, Durham 
Bowman Gray Sch. of Med. of Wake For. Col., Winston-Salem 


OHIO 
University of Cincinnati College of Medicine 
Western Reserve University School of Medicine, Cleveland 
53 Ohio State University College of Medicine, Columbus 


OKLAHOMA 

University of Oklahoma School of Medicine, Oklahoma City... 
OREGON 
University of Oregon Medical School, Portland 
PENNSYLVANIA 
Hahnemann Medical College and Hospital of Philadelphia 
Jefferson Medical College of Philadelphia 
Temple University School of Medicine, Philadelphia 
University of Pennsylvania School of Medicine, Philadelphia... 
Woman’s Medical College of Pennsylvania, Philadelphia 
University of Pittsburgh School] of Medicine 
SOUTH CAROLINA 

Medical College of South Carolina, Charleston 

TENNESSEE 
University of Tennessee College of Medicine, Memphis.......... 
Meharry Medical College, Nashville 
Vanderbilt University School of Medicine, Nashville 

TEXAS 

University of Texas Southwestern Medical School, Dallas...... 
University of Texas Medical Branch, Galveston 
Baylor University College of Medicine, Houston 


UTAH 

University of Utah School of Medicine, Sait Lake City.... 

VERMONT 
University of Vermont College of Medicine, Burlington 

VIRGINIA 
University of Virginia School of Medicine, Charlottesville 
Medical College of Virginia, Richmond 

WASHINGTON 

University of Washington School of Medicine, Seattle.......... 

WISCONSIN 
University of Wisconsin Medical School, Madison 
Marquette University School] of Medicine, Milwaukee 

PUERTO RICO 

University of Puerto Rico School of Medicine, San Juan 

CANADA 
University of Alberta Faculty of Medicine, Edmonton 
University of British Columbia Faculty of Med., Vancouver... 
University of Manitoba Faculty of Medicine, Winnipeg 
Dalhousie University Faculty of Medicine, Halifax 
Queen's University Faculty of Medicine, Kingston 
University of Ottawa Faculty of Medicine 
University of Western Ontario Faculty of Medicine, London... 
McGill University Faculty of Medicine, Montreal 
University of Toronto Faculty of Medicine 
University of Montreal Faculty of Medicine 
Laval University Faculty of Medicine, Quebec 

OTHERS 

Schools of osteopathy 


Arkansas 


Dist. of Columbia 


California 
Colerado 
Connecticut 
Delaware 
Georgia 
Illinois 
Indiana 
Kentucky 
Louisiana 
Marvianad 


Muine 


9 146 


West South Central 624, East South Central 469, and 
New England 407. The Mountain States added 175 
and the territories and possessions 65. 

In the 22 years from 1935 to 1956, inclusive, there 
were 142,627 new additions to the medical profession 
as determined by the number who received their first 


license. Figures for each year during this period are 
presented in table 13. Of the 142,627 in this group, 
119,225 were licensed after written examination and 
23,402 by endorsement of credentials. The total num- 
ber of licenses issued in the same period (table 3) 
was 252,156. 
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Registration of Physicians, 1904-1956 


A tabulation of total numbers of physicians regis- 
tered for 53 years from 1904 to 1956, inclusive, is 
given in table 14. This study contains figures per- 
taining to the number of physicians examined and reg- 


istered by written examination, the annual percent- 
age of failures, the number registered annually by 
reciprocity or endorsement of credentials, and the 
total registered. The number of physicians regis- 
tered annually from 1904 to 1933 shows slight fluctua- 
tion, except in 1918, when only 4,231 were licensed, 
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the lowest registration in 53 years. This decrease was 
due to a sudden withdrawal of physicians from civil- 
ian life in World War I. After 1933 there was an up- 
ward trend, except during the years 1940 to 1943, 
inclusive. The marked increase in 1943 was the result 
of the acceleration of the medical school curriculum 
and the efforts on the part of medical educators of the 


TABLE 11.—Licentiates Representing Additions to the 
Medical Profession, 1956 


Reciprocity 
anc 

Examination Endorsement Total 

65 0 65 
459 140 599 
101 11 112 
District of Columbia 9 42 51 
140 0 140 
195 1 196 
vans 3 1 4 
278 56 334 
“Ain 174 176 
79 0 79 
119 2 121 
209 0 209 
19 169 188 
195 23 218 
101 0 101 
240 12 252 
5 4 9 
118 0 118 
11 8 19 
51 59 110 
225 674 899 
192 0 192 
40 11 51 
503 20 523 
9 0 9 
cord 173 2 175 
16 7 23 
221 2 223 
63 7 70 
20 5 25 
113 4 117 
7 1 8 
0 1 1 
0 3 2 
Guam ...... 0 0 0 
40 7 47 
6,035 1,428 7,463 


country to maintain a steady flow of physicians for 
both civilian and medical practice. The greatest num- 
ber of physicians registered in any year was in 1946. 
The licensure of medical officers by endorsement of 
credentials on their return from military service and 
the original licensure of physicians who had entered 
military service on completion of the internship ac- 
counts in large measure for the increase that almost 
doubled the registration of the previous year 1945. 
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TasLe 12.—Licentiates Representing Additions to the Medica) 
Profession Grouped in Geographical Divisions, 1956 


Reciprocity 
and 
Examination Endorsement Tot,| 
New England 
ll 8 19 
l4 8 » 
19 169 1&8 
Middle Atlantie 
51 59 110 
503 20 53 
779 75 1,532 
East North Central 
174 2 1% 
1,334 103 1,437 
West North Central 
195 23 218 
79 0 79 
240 12 252 
118 0 11s 
119 2 121 
786 38 84 
South Atlantic 
5 0 5 
District Of 9 42 jl 
221 2 23 
195 1 1% 
140 0 140) 
East South Central 
173 2 1) 
West South Central 
65 0 65 
209 0 209 
621 3 624 
Mountain 
5 4 9 
3 1 4 
101 11 12 
Pacifie 
40 11 jl 
562 158 ™ 
Territories and Possessions 
Alaska, Canal Zone, Guam, Hawail, 
Puerto Rico, and Virgin Islands... 47 18 6 


: 


Vol. 164, No. 4 


In the years since 1946, the numbers registered de- 
creased annually until 1952, although they far ex- 
ceeded the prewar totals. The last four years has 
shown an increase in the number of physicians reg- 
istered. The number registered in 1956 was slightly 
lower than in the previous year. 

The highest percentage of failures was 21.7 in 1908. 
Many of the medical schools at that time were pro- 
prietary institutions operating for financial returns 
rather than the improvement of the medical curricu- 
lum. Beginning in 1915, the percentage of failures 
began to drop, reaching a low of 5.7 in 1930. Begin- 
ning in 1936, the percentage of failures began to rise, 
reaching another peak of 20.7 in 1940. This was the 
result of the increase in the number of foreign-trained 
physicians seeking licensure in the United States, 
many of whom are not successful after repeated at- 


Taste 13.—Licentiates Representing Additions to the Medical 
Profession, 1935-1956 


Reciprocity 
and 

Year Examination Endorsement Total 
5,099 411 5,510 
5,548 629 6,177 
5,812 612 6,424 
5,759 501 6,260 
5,584 460 6,044 
. 5,432 455 5,887 
5,241 474 5,715 
5,586 372 5,958 
4,979 769 5,748 
5,273 1,617 6,890 
4,985 1,288 6,273 
5,388 1,888 7,276 
5,897 2,020 7917 


tempts at licensure examinations. While the percent- 
age of failures has been reduced somewhat in recent 
years, it still reflects the unsuccessful attempts of 
foreign-trained physicians, graduates of unapproved 
medical schools, and schools of osteopathy to secure 
licenses, The annual failure rate among graduates of 
approved medical schools is about 4%. This table 
again refers to examinations given annually rather 
than to individuals examined. A candidate who fails 
more than once in a state in a given year is counted 
as one failure, but, should he again fail in a succeeding 
year, this fact is computed among the failures for that 
year. Likewise, a successful candidate securing a li- 
cense in more than one state in a given year is counted 
in both states and likewise is counted if he passed 
examinations in later years. The figures in this table 
give only a fair approximation of the number of physi- 
cians added to the profession. 


Graduates of Approved Schools and Others 
Registered, 1922-1956 
In table 15, the numbers of physicians registered 
since 1922 are grouped in two categories, namely, grad- 
uates of approved medical schools and others. In the 
computation of these figures, schools rated in classes A 
and B prior to 1928 by the Council on Medical Educa- 
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tion and Hospitals of the American Medical Association 
are included in the first grouping. In 1928, the classifica- 
tion of A, B, and C by the Council was discontinued, 
and a list of approved medical schools has since been 
maintained. In the columns headed “Others” are in- 
cluded graduates of foreign faculties of medicine, class 
C graduates, osteopaths given recognition by medical 
licensing boards, and graduates of schools not approved 
by the Council subsequent to 1928. 


TaBLe 14.—Registration of Physicians, 1904-1956 


Reciprocity 
Failed, or Total 
Year Examined Passed % Endorsement Registered 

7,056 5,698 19.3 1,005 6,098 
7,178 5,688 20.8 6,082 
8,040 6,373 Ww.7 lar 7,875 
7,279 5,731 21.3 1,427 7,158 
7,775 6,089 91.7 1,284 7,373 
7,295 5,865 19.6 1,381 7.246 
7,011 5,719 1,40 7,359 
6,964 5,582 19.8 1,248 6.825 
6.880 5,467 20.5 1,273 6,740 
6,453 5,253 18.6 1,202 
5,579 4,379 21.5 1,430 
5,334 4,507 15.5 1,390 
4.878 4,151 1,353 
14 4,085 14.0 
307 3,184 13.2 AL 
4,70 4,074 42 46 
4,70 4,062 15.3 6.600 
4,825 4,228 12.4 186 
4,031 3,589 12.2 073 
4,727 4,028 14.5 2405 6433 
5,392 4,756 11.8 1,13 
6,002 5,450 9.2 
satones 5,770 5,314 7.9 1,955 7 
5,389 7.2 2,176 7,178 
5,458 5,090 6.7 228 7 
5,629 5,282 6.2 7,7 
5,611 5,263 6.2 2,211 
5,675 5,247 7.6 1,886 7,133 
5,673 5,244 7.6 1,089 7,233 
6,145 5,628 2161 7 
64438 5,859 9.1 2,104 8,053 
6,918 6,224 10.0 773 8907 
7,334 6,604 10.0 3,205 9.809 
7,754 6,493 16.3 2.872 9365 
7,926 6,291 20.7 9,157 
7 5389 6,057 19.7 2,762 
6,817 6,011 11.8 2 8,607 
7,610 6,856 9.9 9.609 16,525 
7,164 1.5 7,701 14,115 
6,624 5,904 10.8 7,595 13,499 
5,963 5,219 12.5 6,929 12,148 
6,203 5 ASI 11.6 6,755 12,236 
6,473 5,716 11.7 6,225 11,441 
7,028 6,229 11.3 7,016 13,245 
7425 6,543 13.0 7.869 14,412 
7400 12.9 7,461 15,062 
8,342 7,179 13.9 7,421 14,600 


In 1956 there were 14,600 candidates registered, of 
whom 13,146, or 90%, were graduates of approved 
schools and 1,454, or 10%, were in the second group. 
In the 35 years recorded in this table, 345,308 candi- 
dates were registered, including 311,416 (90.1%) 
graduates of medical schools indicated as in the ap- 
proved group, and 33,892 (9.9%) others. 

Graduates of Unapproved Medical Schools 
Registered, 1952-1956 

Recorded in table 16 are data regarding graduates 
of institutions that have not been approved by the 
Council on Medical Education and Hospitals of the 
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American Medical Association. Figures are given for 
those licensed after written examination and those 
licensed by endorsement of credentials. The table also 
includes a column combining the figures for these two 
groups. They represent graduates of five unapproved 
medical schools, all but one of which are now extinct. 
The latter institution has obtained the status of an 
approved school. There were 216 graduates of un- 
approved medical schools registered from 1952 to 
1956, inclusive, 80 by examination and 136 by endorse- 
ment of credentials. California, Florida, Massachu- 
setts, New York, and Texas licensed the greatest num- 
ber of graduates of unapproved medical schools. 


Tasie 15.—Graduates of Approved Schools and Others 
Registered, 1922-1956 


Graduates 


Approved Schools Others 
Percentage Percentage 
of of 

Year No. Total No. Total Totals 

4,519 80.5 1,093 19.5 5,612 
5,196 80.8 1,237 19.2 6,433 
5,687 85.1 992 14.9 6,679 
+o 6,314 86.4 997 13.6 7,311 
6,441 88.7 828 11,3 7,269 
6,410 89.4 76 10.6 7,178 
6,585 90.1 733 9.9 7,318 
7,003 91.0 699 9.0 7,702 
7,011 92.1 610 7.9 7,621 
6,982 92.8 544 7.2 7,476 
6,676 92.1 457 6.3 7,133 
as 6,774 93.7 459 6.3 7,233 
7,172 92.1 617 7.9 7,789 
7,360 91.3 693 8.5 8,053 
7,934 88.1 1,063 11.8 8,997 
8,391 85.5 1,418 14.4 9,809 
8,315 87.1 1,230 12.9 9,545 
8,047 86.2 1,298 13.8 9,365 
7,781 85.0 1,376 15.0 9,157 
7,290 84.9 1,299 15.1 8,589 
5,640 87.9 1,189 12.2 9,829 
7,737 89.8 870 10.1 8,607 
Ridsseadetepumneesene 8,233 91.8 732 8.1 8,965 
15,692 94.9 835 5.1 16,527 
13,097 93.0 1,018 7.0 14,115 
ca 12,791 94.8 708 5.2 13,499 
11,378 93.7 770 6.3 12,148 
11,502 94.0 734 6.0 12,236 
11,027 92.3 914 11,941 
12,198 92.1 1,047 7.9 13,245 
13,189 91.5 1,223 8.5 14,412 
dan 13,814 90.7 1,421 9.3 15,2385 
13,344 89.8 1,517 10.2 14,861 
13,146 90.0 1,454 10.0 14,600 
311,416 90.1 33,892 9.9 345,308 


Twenty-seven boards were represented in the five 
year period, In 1956, there were 29 licensed by 10 
boards, 9 by examination, and 20 by reciprocity or 
endorsement. As can be noted, the numbers licensed 
are steadily decreasing. 


Graduates of Schools of Osteopathy Registered by 
Medical Examining Boards, 1952-1956 
The number of graduates of schools of osteopathy 
granted the privilege of practicing medicine or surg- 
ery or both by 17 licensing boards from 1952 to 1956, 
inclusive, is given in table 17, There have been 1,296 
such persons registered, 903 by examination and 393 
without written examination. In 1956, 12 boards li- 
censed osteopathic physicians to practice. Two boards 
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admitted these graduates after examination and three 
by reciprocity, while seven boards licensed them after 
both methods. Following is a summary of the actions 
and regulations of the 17 boards providing for the 
licensing of osteopaths by the medical examining 
board. . 

In Colorado an osteopath receives a license to prac- 
tice medicine. In Connecticut any registered osteopath 
may obtain the right to practice medicine or surgery, 
or both, according to the type of examination taken, 
Osteopaths in Delaware may be licensed as osteopath- 
ic physicians after successfully passing an examination 
in selected subjects. The District of Columbia will 
permit any person engaged in the practice of osteop- 
athy on or before Jan. 1, 1928, to file application for 
a license to practice osteopathy and surgery. Since 
1952, in Illinois, graduates of the Chicago College of 
Osteopathy are examined and may receive medical 
licenses. Under an amendment to the medical practice 
act in 1945, osteopaths in Indiana are permitted to 
practice medicine and surgery. Persons who were li- 
censed in osteopathy before 1945 are authorized to 
practice osteopathy, surgery, and obstetrics. 

In Massachusetts, for the purposes of registration, 
the D.O. degree is considered equivalent to the M.D. 
degree. In New Hampshire, under the provisions of 
the medical practice act, osteopaths are granted the 
right to practice medicine and surgery. The New Jer- 
sey medical practice act provides that an osteopath 
licensed prior to Nov. 1, 1941, who has served for a 
period of two years as an intern or resident surgeon 
in an approved osteopathic or medical hospital, or has 
completed a postgraduate course of two years in a 
college of osteopathy or medicine approved by the 
board, or has had at least three years of practice in a 
hospital approved by the board, can be admitted to an 
examination in pharmacology, therapeutics, and sur- 
gery. If successful, he can obtain a license to practice 
medicine and surgery. 

In New York, a law approved April 10, 1946, pro- 
vides that any osteopathic licentiate who had obtained 
the additional right to use instruments for minor surgi- 
cal procedures and to use anesthetics, antiseptices, nar- 
cotics, and biological products, or any applicant who 
had met or would meet all the preliminary and pro- 
fessional requirements as of Sept. 1, 1936, and has 
satisfactorily passed or would pass the regular licens- 
ing examination would be granted the right to practice 
medicine without limitation. 

The Ohio Medical Practice Act was amended in 
1943 to provide that all graduates from osteopathic 
schools applying for the right to practice in the state 
must meet certain educational requirements and must 
pass certain examinations. One of the required exam- 
inations is in surgery. Those who qualify and pass all 
of the examination are then given a license to practice 
osteopathic medicine and surgery. Those in practice 
and licensed under a more limited law in effect prior 
to 1943 can secure a license to practice osteopathic 
medicine and surgery by meeting certain additional 
requirements, including postgraduate work and the 
passing of several additional examinations. 
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In Oregon, osteopaths who meet certain require- 
ments ure granted the right to practice in the subjects 
covered by the medical examination. In South Dakota, 
gsteopaths may be licensed to practice medicine, sur- 
serv, aid obstetrics. This is an unrestricted license. 
Texas issues only one license, which is unrestricted 
in scope. In Virginia osteopaths may obtain the right 
to use drugs and to perform surgery with instruments. 
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state may apply to take’the same examination as phy- 
sicians. If successful, they will be granted licenses to 
practice medicine and surgery. In Wyoming, the 
statutes contain no specific provision for the licensing 
of osteopaths. The medical practice act provides that 
the certificate issued to all applicants shall be deemed 
a license to practice medicine in all branches in which 
the applicant has taken an examination. 


TABLE 16.—Graduates of Unapproved Medical Schools Registered, 1952-1956 


—! Examination Reciprocity and Endorsement 
1952 1953 1954 1955 19% Totals 1982 1953 1954 1955 19 Totals Totals 

DelAWATE 1 1 1 
FIOTIGR .. 7 5 8 7 4 31 ee ee 31 
1 2 3 1 1 2 5 
1 1 1 
1 2 1 1 5 5 
2 2 2 
3 1 4 4 4 
1 3 3 1 5 13 1 1 2 15 
3 1 3 4 7 
1 1 ee 1 
2 2 1 1 1 3 5 
1 3 4 4 
2 1 1 4 4 

16 20 21 14 9 80 29 24 36 27 20 136 216 

TABLE 17.—Graduates of Schools of Osteopathy Registered by Medical Boards, 1952-1956 
Examination Reciprocity and Endorsement 
1952 1953 1954 1955 1956 Totals 1952 1953 1954 1955 19% Totals Totals 

5 8 3 7 1 24 3 15 22 16 12 68 92 
1 2 3 6 2 4 1 2 15 
14 10 24 ll 11 35 
7 5 2 6 2 22 4 10 11 39 61 
1 1 6 1 2 5 4 18 19 
ll 11 7 6 43 15 10 18 7 28 78 121 
36 47 44 92 42 261 5 4 1 1 4 15 276 
sve 47 64 81 73 63 328 7 20 13 2 18 55 8383 
BOD isos durediececnsohddedoieescbonwasteawaddecmeanecen'ss 41 32 46 25 9 153 21 16 13 10 18 73 226 
8 7 7 6 6 34 2 1 1 3 7 41 
a ac 156 177 195 233 142 903 74 85 85 58 91 393 1296 


The Wisconsin law, amended in 1950, provides that 
an osteopath licensed in the state may obtain a license 
to practice medicine and surgery by completing a re- 
fresher course in materia medica and pharmacology 
consisting of not less than 64 hours of lecture and 60 
hours of laboratory work and by passing an examina- 
tion in these subjects. Osteopaths not licensed in the 


Preprofessional Training Requirements of Licensing Boards 

In order to provide an opportunity for medical 
students to gain a broad educational background, the 
Council on Medical Education and Hospitals of the 
American Medical Association recommends four years 
of preprofessional college training. Since January, 
1953, the minimum requirement for admission to an 
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approved medical school has been three years of col- 
lege work, with the provision that rarely and only un- 
der exceptional circumstances will an approved medi- 
cal school be justified in admitting a superior student 
with only two years of college preparatory work. 


TaBLeE 18.—Professional Educational Requirements of 
Medical Licensing Boards 
Total Time Spent in 


Length of Medical Medical School, Regis- 
School Academie Year tration to Graduation 


Fe. 
= 
$ 8 82 FU 
Alabama ..... 9 4 
4 
x 4 
District of Columbia ........ 26 4 
Minnesota ....... 36 4 
New Hampshire .............. ai 9 4 
x 4 x 
Wisconsin ....... x 4 x 
es Pe x 4 


* Association of American Medical Colleges and Council on Medical Edu- 
cation and Hospitals of the American Medical Association. 

x Implies yes. 

+ 900 hours. 


The preprofessional requirements of medical licens- 
ing boards are indicated in table 18. Seven boards 
specify that no preprofessional requirement is men- 
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tioned in the medical practice act. Twelve boards re. 
ported a three-year requirement. In others, the law 
specifies at least two years of college work. No board 
specifies in detail the number of hours that must be de. 
voted to the subjects of the premedical curriculum, 
although seven boards report that this training must 
include certain subjects, such as English, physics, 
chemistry, biology, and a foreign language. The candi- 
dates appearing for medical licensure are graduates of 
all years, and the seeming lack of conformity with ac- 
cepted standards as promulgated by the Council on 
Medical Education and Hospitals of the American 
Medical Association and the Association of American 
Medical Colleges is due to the fact that initiation of 
the three-year minimum requirement for all candi- 
dates appearing for licensure would eliminate many 
graduates of earlier years. In practice, the boards in 
granting licensure to a graduate of an approved medi- 
cal school accept the premedical training required in 
the year the candidate was admitted to medical school. 


Professional Educational Requirements of 
Licensing Boards 
The medical practice acts or board regulations of 
several state medical licensing boards specify the 
length of the medical school course. In other states, the 


TABLE 19.—Requirements of Premedical Training by 
Medical Licensing Boards 


Two Years or More of College 


Alabama! Massachusetts? Rhode Island 
Arizona? Michigan® South Carolina® 
Arkansas Minnesota South Dakota® 
California’ Mississippi Tennessee 
Colorado! Missouri Texas 
Connecticut* Montana Utah® 
Delaware5 Nebraska Vermont® 
Florida® Nevada® Virginia 
Georgia New Hampshire Washington! 
Idaho New Jersey® West Virginia 
Illinois New Mexico! Wisconsin® 
Indiana? New York® Wyoming! 
lowa! North Carolina® Alaska® 
Kansas North Dakota Canal Zone 
Kentucky Ohio Guam 
Louisiana® Oklahoma! Hawaii 

Maine Oregon Puerto Rico 
Maryland* Pennsylvania Virgin Islands® 


1. Not specified by law. 

2. Entrance requirement prescribed by accrediting agencies. 

3. Three years for applicants matriculating after Jan. 1, 1954. 

4. One year prior to 1919, two years subsequent to 1947 including courses 
in physies, chemistry, and biology. : 

5. Premedical training must include courses in physics, chemistry, biol- 
ogy, English and a foreign language. 

6. Three-year college requirement. 

7. For all applicants courses in physics, chemistry, and biology must be 
included in premedical training. 

8. Premedical training must include courses in English, physies, chem- 
istry, and biology. 


law or ruling specifies that the professional educational 
requirements included in the standards for approval of 
the Council on Medical Education and Hospitals of 
the American Medical Association or for membership 
in the Association of American Medical Colleges, or 
both, is the regulation for licensure. Table 19 outlines 
the requirement of each licensing board. The table 
does not record the internship that is a requirement 
for licensure in some states. 


Approval of Medical Schools 
Seven licensing boards maintain their own list of 
approved medical schools in the United States and 
Canada. Twenty boards require applicants for licen- 
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qe from medical schools in the United States and 
Canad. to be graduates of medical schools approved 
by the Council on Medical Education and Hospitals 
of the American Medical Association. One board re- 
quires that the medical school be a member of the 
ssociation of American Medical Colleges. Twenty- 
ix boards require that the schools be approved by the 
Council and be members of the Association of Ameri- 
can Medical Colleges. In the majority of instances 
the requirement is specified in the medical practice act 
or a formal regulation of the board. In actuality, all 
approved medical schools are both approved by the 
Council and members of the Association of American 
\edical Colleges. 


Required Internships 


There is currently no medical school in the United 
States which requires that the student serve an in- 
ternship as a prerequisite to graduation. Duke Uni- 
versity School of Medicine specifies the internship re- 
quirement but does not withhold the degree until the 
internship is completed. The degree is issued at the 
end of the four-year medical course, but the school 


TaBLe 20.—Medical Licensing Boards Requiring a 
One-Year Internship® 


Alabama Michigant Utah 

Arizona Nevada Vermont 
California New Hampshire Washingtont 
Colorado New Jersey** West Virginia 
Delawaret North Dakota Wisconsin 
Distriet of Columbia Oklahoma Wyomingt 
Idaho Oregon Alaskat 
Illinoist Pennsylvaniat Canal Zone 
lowa Rhode Islandt Hawaii 
Kentucky South Carolina Puerto Ricot 
Maine South Dakota Virgin Islandst 


*Some states require the internship for graduates of medical faculties 
abroad and from reciprocity or endorsement applicants. 

+ Internship must be a rotating service. 

** One-year rotating service or two years of straight internship or two- 
year residency in a specialty. 

} Unless in active practice for four years. 


obtains from each student a signed agreement that he 
will spend two years in training in a hospital or labo- 
ratory before entering practice. 

One year of internship, as a prerequisite to licensure, 
is required by the licensing boards of 27 states, the 
District of Columbia, Alaska, Canal Zone, Hawaii, 
Puerto Rico, and the Virgin Islands. South Carolina 
reported the institution of this requirement in the 
past year. Nine boards specify that the internship must 
be a rotating service. Oklahoma, Vermont, and Hawaii 
reported that a one-year general rotating internship or 
two years of straight internship or two year residency 
in a specialty will meet the board’s internship require- 
ment. Alaska will accept active practice for four years 
in lieu of the internship requirement. Those licensing 
boards that require an internship for licensure are 
listed in table 20. 


Temporary and Educational Permits, Limited and Temporary 
Licenses, or Other Certificates Issued by State 
Licensing Boards 


Thirty-three boards provide for the issuance of 
temporary and educational permits, limited and tem- 
porary licenses, or other certificates. The terms for the 
issuance of such certificates vary. This limited regis- 


tration may apply to hospital training, to those ineli- 
gible for licensure who seek further educational train- 
ing, or for regular practice until the next regular 


TaBLe 21.—Temporary and*Educational Permits, Limited and 
Temporary Licenses, or Other Certificates Issued 


Arizona 


Arkansas 
Connecticut 


Delaware 
Georgia 


Idaho 


Illinois 


Indiana 


lowa 


Kansas 


Kentucky 


Louisiana 


Maine 
Michigan 
Mississippi 
Nevada 


New Hampshire 


New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Oklahoma 


Pennsylvania 
South Dakota 


Texas 
Virginia 


West Virginia 


Wisconsin 


Alaska 


Guam 


Puerto Rico 


Virgin Islands 


session of the licensing board. A list of these states and 


information 


registration are shown in table 21. 
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by State Licensing Boards 


Temporary permits issued on basis of community emer 
gency and subject to qualifying for regular license. A 
regular license limited to full-time practice in federal 
and state hospitals or institutions, or federal, state 
county or municipal public health departments, exempt 
only in basic science certification, is also issued. 

Temporary permit until regular board meeting 

Educationai permit issued for extension of education of 
graduates of unapproved foreign medical schools 

Temporary emergency license upon proven emergency, one 
year, subject to renewal. 

Permit until board meets. Institutional permits for one 
year. 

To candidates holding certificate of National Board of 
Medical Examiners or licensed by written examination 
in another state until next meeting of board 

Temporary certificates for residency training for appli 
ecants who are not qualified for permanent registration 

Temporary license pending next examination for gradu 
ates of approved medical schools. Temporary reciprocal 
license for six months. 

Resident license valid in hospital approved by board for 
one year, and may be renewed for additional three 
years. 

Temporary permit until next board meeting. Fellowships 
restricted to state institutions and state hospitals. Doc 
tor holding fellowship works under direction of the head 
of the institution. 

Temporary permits issued to applicants by endorsement 
and serve until investigations completed and meeting 
of board. Limited licenses are for special place, purpose, 
and time. 

Temporary permit is granted to physicians possessiny 
the necessary credentials who file application for exami 
nation or reciprocity and who locate in Louisiana in 
between the regular semiannual examination meetines 
of the board. Temporary permit valid until next meet 
ing of the board. 

Temporary licenses granted for residency training for one 
year and to camp physicians for ten weeks. 

Temporary license for training program. 

Temporary permit for practice until next board meeting 

Temporary permit for one year for residency training 
within a specific hospital in Nevada. 

Temporary license for five years to foreign physicians. 
Permanent license issued upon becoming citizen of the 
United States. 

Temporary license for noncitizens. Permanent license in 
six years; may be extended an additional two years. 

Temporary permit for practice until next board meeting. 
Special permit confined to institutional practice. 

Temporary certificate for residency training for those 
eligibie for examination in hospitals other than state 
and municipal institutions. 

Limited license issued for duration of residency. 

Temporary permit until next board examination. 

Temporary licenses for residency training in approved 
hospitals. 

Postgraduate certificate issued for residency training. 

Temporary license issued for graduates of foreign Medi- 
eal schools. 

Temporary permit issued until next board meeting. 

Temporary permit issued until next board meeting and 
for service as a hospital resident. 

Tem,»orary permits issued until next board meeting to 
qualified applicants, and for practice within specified 
area until physician has ap opportunity to appear be 
fore the board regarding permanent licensure. 

Temporary permit tor graduates of foreign medica! 
schools not recognized by board for licensure. 

Temporary permits issued while processing permanent 
licensure, to summer cannery physicians and to physi 
cians in the armed forces on short tours of duty, valid 
for six months, renewable an additional six months. 

Restrictive certificate to permit medical employees of fed- 
eral contractors to practice in the discharge of their 
official duties. 

Provisional license to foreign graduates for one year 
Permit ceases on June 30, 1957. 

Temporary certificates issued to military service person. 
nel on duty and to municipal personnel until next license 
examination. 
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Licensure Requirements for Interns and Residents in Hospitals 


In general, physicians serving internships are not 
required to be licensed in the state in which the hos- 
pital where they are interning is located. Wyoming 


TaBLeE 22.—Licensure, Registration, or Other 
Requirements for Interns 


Licensure Other Requirements 
Wyoming Colorado! 
Puerto Rico Florida? 
Indiana 
Massachusetts* 
New Jersey* 
New Mexico® 
South Carolina® 
Texas® 
Virginia? 
West Virginia’ 
1. Registration with licensing board required annually not to exceed four 
years. 
2. Must register every six months with state board of health and may 
serve for three years without licensure. 
3. Limited registration for one year, renewable annually for a period 
not to exceed five years. 
4. May serve for two years without licensure. 
5. Registration with licensing board required. 
(i. Must be eligible for licensure. 
7. Graduates of foreign medical schools required to obtain permission 
from licensing board. 


TasLe 23.—Licensure, Registration, or Other 
Requirements for Residents 


Licensure or Temporary 

Registration Required Other Requirements 
Arkansas Colorado? 
California! Delaware* 
Connecticut District of Columbia® 
Idaho Florida® 
Illinois? New Jersey!* 
Indiana Virginia'* 
lowa* West Virginia'® 
Louisiana 
Maine® 
Massachusetts!® 
Michigan?! 
Minnesota 
Mississippi 
Nevadal? 
New York" 
North Carolina’s 
Ohiot® 
Oklahoma?! 
Pennsylvania!? 
South Carolina 
South Dakota 
Texas 
Virginia’® 
Wisconsin 
Wyoming 
Puerto Rico 

. May serve one year without licensure. 

2. Four years without licensure. Required to register with board. 

3. May be required by hospitals. 

. Registration with licensing board required. 

5. Hospital must notify licensing board. 

6. Three years without licensure. Hospital required to register resident 
every six months. 

7. Limited license for employment as residents in hospitals maintained 
by state. Temporary certificate for residency or specialty training for non- 
citizens in approved hospitals in United States. 

8. Resident’s license issued for one year and may be renewed for an 
additional three years. 

%. Temporary license granted for one year. 

Limited registration granted. 

. Temporary license. 

2. Temporary permit for one year. 

. May serve two years without licensure. 

. Temporary certificates for residents in approved hospitals to those 
eligible for licensure in hospitals other than state and municipal institu- 
tions. 

15. Limited license issued. 

16. If unlicensed must work under supervision and not permitted to 
prescribe narcoties, sign legal documents, or perform major surgery. 

17. Postgraduate certifieate issued for residency training. 

18. Graduates of foreign medical schools required to obtain permission 
from licensing board. 

19. Temporary permit for service as a resident. Graduates of foreign 
medical schools required to obtain permission from licensing board. 


and Puerto Rico have such a requirement. New Jersey 
permits a service of two years without licensure and 
Florida a three-year service before licensure. Other 
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states have a requirement of registration with the jj. 
censing board or a stipulation that the physician mug 
be eligible for licensure. The states which require 
some form of registration for interns are listed in table 


22. 


TaBLe 24.—Schedule of Written Examination Dates and 
Issuance of Licenses by Reciprocity or 
Endorsement of Credentials 


Written 
Examinations Held 


Annually 
Arizona Quarterly 
Arkansas Twice annually 
California Quarterly 
Colorado Twice annually 


Connecticut .......... March, July, and 
November 


Semiannually 
District of Columbia . Twice annually 
Florida Twice annually 
0000006 June and October 
Idaho ..... Twice annually 
Illinois ..... Quarterly 
Indiana ............... Annually, June 


Twice annually 
Kansas ............... June and December 
Kentucky ............. Semiannually 
Louisiana dune and December 


March, July, and 
November 


Maryland ............ Twice annually 
Massachusetts .......January and July 
Michigan dune and October 


Minnesota January, April, June, 
and October 


Mississippi ........... Annually in June 
.... Three annually 


Montana ...... Semiannually 
Nebraska Annually 

Nevada QUarterly 

New Hampshire ......'l'wice annually 
New Jersey ...........June and October 


New Mexico .......... Twice annually 

New York ..... soawonee June and December 

North Carolina ...... 2 Annually 

North Dakota ..... ...January and July 
June and December 


Annually 
Oregon January and July 
Pennsylvania January and July 
Rhode Island Quarterly 


South Carolina Twice annually 

South Dakota Twice annually 

‘Tennessee Quarterly 
Twice annually 
Once annually 


Twice annually 
Virginia Twice annually 
Washington Twice annually 
West Virginia January and July 
Wisconsin .. Twice annually 
Three annually 
Alaska ..... seeecesees On application 
Canal Zone ..... ienewd On application 
On application 
January and July 
Puerto Rico .......... Twice annually 
Virgin Islands Twice annually 


Licenses by 
Reeiprocity or 
Endorsement 


Continuously 
Quarterly 
Twice annually 
Continuously 


January, April, July, 
and October 


Continuously 
Semiannually 
Quarterly 

No reciprocity 
June and October 
Twice annually 
Quarterly 


Approximately eight 
times annually 


Once monthly 

June and December 
Every two months 
June and December 


Mareh, July, and 
November 


Monthly 
Once a month 
Continuously 


February. May, July, 
and November 


Twice annually 


Six to eight times 
annually 


Semiannually 
Continuously 
Quarterly 
Twice annually 


Monthly except 
August 


Twice annually 
Continuously 

Five times annually 
January and July 


January, April, June, 
July, October, and 
December 


Quarterly 
Quarterly 
Monthly 


Four to eight times 
annually 


Five times annually 
Continuously 
Continuously 
Quarterly 


February, June, 
August, and 
November 


Continuously 
Twice annually 
Twice annually 
Quarterly 
Quarterly 
Three annually 
On application 
On application 
On application 
Continuously 
Continuously 
Twice annually 


Thirty-three boards require that physicians serving 


as interns in hospitals must be licensed or registered 
in the state. Twenty-six boards stipulate that registra- 
tion must be in the form of a regular license or 2 
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temporary certificate for the term of the residency. 
seven boards do not require licensure but stipulate 
ome form of registration with the licensing board. 
The regulations of each of the licensing boards that 
eyact some requirement of those engaged in residency 
training are given in table 23. 


TaBLeE 25.—Medical Licensure Fees 


Exami- Reciprocity or 
nation Endorsement 

$ 10 $ 50 
100 
25 
ConNecticut 35 75" 
DelAWATC 25 100 
pistriet of Columbia 25 50» 

[dahO 100 
25 100 
35 
sees 50 75 
25 50 
100 
25 100 
25 100 
20 
100 

65 


- Endorsement of certificate of National Board of Medical Examiners, 


b. Endorsement of certificate of National Board of Medical Examiners, 


a Endorsement of certificate of National Board of Medical Examiners, 


Schedule of Written Examination Dates 
and Reciprocity Meetings 


The schedule of dates for written examination and 
meetings or oral examination for the issuance of li- 


censes by reciprocity or by endorsement of credentials 
is given in table 24. In most instances written exam- 
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inations are scheduled twice annually and reciprocity 
meetings quarterly or as soon as the application for 
licensure can be processed, In those states requiring a 
basic science certificate for licensure, dates of the 
examination or reciprocity meetings are arranged to 
coincide closely with the examination and meeting 
dates of the boards of examiners in the basic sciences. 
A few states issue temporary permits enabling physi- 
cians to begin the practice of medicine until the board 
examination or meeting is held. 


Medical License Fees 


Table 25 lists for each state, territory, and outlying 
possession the fee charged by the medica] licensing 
board for registration by examination and also by reci- 
procity or endorsement of credentials. The examina- 
tion fee tends to be uniform, the majority of the boards 
charging a fee of $25. The fee for a license without 
examination varies from $20 to $200. Three states have 
a lower fee for those being certified on the basis of the 


TaBLe 26.—States Requiring Annual Registration 


State Fee State Fee State Fee 
$5 Minnesota ....... $3 Tennessee ........ 
Arkansas ........ a 5 
California ....... 1 Montana ........ 5 err x 
Dist. of Columbia 4 New Mexico ..... e Washington ..... 7 
le 6 West Virginia® .. 2 
ee 3 North Dakota... f Wisconsin ....... 3 
3 Pennsylvania .... 1 None 
3 Rhode Island .... 1 2 
Louisiana ....... 10 South Dakota . 2 Virgin Islands ... 


* Biennial registration. 


. Residents $2, nonresidents $4. 

. Residents $2, nonresidents $10. 

. Required by State Board of Health. 

. Residents $5, nonresidents $10. 

. Residents $2, nonresidents $5. 
Residents $5, nonresidents $2. 

. Residents $15, nonresidents $5. 


certificate of the National Board of Medical Examiners 
than candidates licensed by endorsement of state 
licenses. 

Licensure on Government Credentials 


Few states have provision in their medical practice 
acts for the acceptance of credentials issued by the 
federal government as a basis for licensure without 
examination. Ten boards—Alabama, California, Dela- 
ware, Illinois, Pennsylvania, Texas, Utah, Vermont, 
Virginia, and Wisconsin—have indicated that in their 
discretion they may accept such credentials under 
varying regulations. 


Annual Registration 


Thirty-nine boards require physicians to register 
their licenses annually or biennially. This requirement 
applies in some states whether or not the physician is 
engaged in practice in the state. In table 26 are listed 
the licensing boards that exact this requirement and 
the fee charged for such registration. The fee charged 
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Taste 27.-STATUS OF REQUIREMENTS FOR MEDICAL LICENSURE FOR PHYSICIANS TRAINED IN FOREIcy 
COUNTRIES OTHER THAN CANADA*® 


Basie Science Certificate 
Accepted by A.M.A. and 


A.A.M.C., 


Written Examination 


Required 
Graduates of Schools 


Admitted Also on 
Reciprocal Basis 
Internship in 
United States 
Recognition Limited to 
Additional Requirements 
Exemptions 
Examination Fee, 
Dollars 


* Citizenship 


Alabama 
Arizona Re Ist P 
Arkansas . Not accepted 
California 
Colorado 


“: 


Dist. of Columbia. 
Florida 

Georgia x x 

Idaho Not accepted 
Illinois x IstP 
Indiana 


x 


x 
x 
x 
x 
x 
x 


SERRE 


Ist P 
x x 
Kentucky oa x 
Louisiana Not accepted 
Maine + 
Maryland 

Massachusetts .... 

Michigan 

Minnesota 

Mississippi és 
Missouri ae x 
Montana Not accepted 
Nebraska x és x 
Nevada Not accepted 
New Hampshire .. % x 
New Jersey x 


& KRSKSKRS 


ss 


‘itizenship 
Additional Requirements 


Written Examination 
Required 

Admitted Also on 
Recognition Limited to 
Graduates of Schools 
Accepted by A.M.A. and 
A.A.M.C. 


Reciprocal Basis 
Examination Fee, 


Exemptions 
Dollars 


United States 


* Basie Science Certificate 
Internship in 


“: 


North Carolina.... 

North Dakota ... 

Ohio 

Oklahoma x 

Oregon Not accepted 

Pennsylvania x 

Rhode Island x 

South Carolina ... Not accepted 

South Dakota .... ne Ist P 
x 


x 

Not accepted 
Vermont Not accepted 
Virginia 
Washington 
West Virginia .... em x 
Wisconsin x itP 
Wyoming Not accepted 

x 


Alaska x 


x 
Puerto Rico 
Virgin Islands .... x x x 65 
This summary should be supplemented by direct communication with the 
——. of the licensing board of the state in which the physician is 
nterested. 


x Implies yes. 

* Graduates of medical schools of Canada considered for licensure on the 
same basis as graduates of approved medical schools in the United States 
provided they comply with regulations pertaining to citizenship and intern- 
ship. 

Additional Requirements 


Alabama. Candidate is eligible if he is certified by the National Board of 
Medical Examiners and approved. 

California. Two-year internship in an approved hospital in the United 
States, one of said years being in California. The foreign graduate must 
also pass the regular written examination given by the board prior to 
being eligible to intern in an approved hospital in California and pass an 
oral and clinical examination before a certificate may be issued. 

Colorado. Accepted on basis of written examination only. Credentials must 
be submitted in original form and accompanied by translation and will 
be directly verified or documents should bear evidence of being visaed by 
the U. S. Consul in the country wherein the school of graduation is or 
wus located. 

Delaware. Residence for one year required. Completion of senior year in 
approved medical sehool in the United States. 

WWinois. Approved rotating internship in United States required. Limited 
license issued for preetice in hospitals maintained by the state. 

Indiana. Graduation from medical school approved by Indiana board, plus 
repetition of senior year in approved medical school in United States or 
two years’ post rraduate work in approved hospital in the United States. 
Postgraduate work must be obtained in states other than Indiana. 

lowa. Internship or one yea in medical school in the United States. 

Kentucky. Applicant required to complete at least five years’ training in 
the United States in an institution approved by the board and to have 
successfully passed examination of National Board of Medical Exam- 
iners. 

Exemptions 


District of Columbia. Considered for reciprocal or endorsement registra- 
tion on an individual basis. 

INinois. Graduates ot European medical colleges or universities after Jan. 1, 
1943, with the exception of certain approved colleges in the British Isles, 
Denmark, Holland, Norway, Sweden, and Switzerland, will not be ac- 
cepted after July 1, 1954. However, graduates of such European medical 
colleges after Jan. 1, 1943, may be considered providing they present 
diplomas of graduation from approved medical colleges in the United 
States after attendance in such colleges for at least one year, and, in 
addition, have served rotating internship of one year in an approved 
hospital in Illinois. 

Kansas. Applicant must be licensed to practice in country of graduation. 
Application must be filed one year in advance. 

Maryland. Graduates of recommended medical schools may be accepted 
after completion of one year of internship or residency in an approved 
hospital in the United States if their credentials have been approved and 
they have presented at least two letters from medical authorities in the 
hospital recommending them as to their professional ability and moral 
character. 

Graduates, not on the recommended list, who obtained the medical 
degree after Jan. 1, 1940, are not eligible; must serve three years in hos- 
pitals in United States and submit recommendations from the hospitals. 

Graduates of foreign medical schools, before Jan. 1, 1940, whose schools 
were known to have had acceptable standards at the time of graduation 
may be considered if credentials and professional experience in the 
United States are acceptable to the board. Ability to write and speak 
English clearly is a primary requisite. 

Massachusetts. Graduates of foreign medical schools who matriculated in 
medieal school prior to Jan. 1, 1941, are eligible to apply for admission to 
the examinations. Graduates of unapproved foreign medical schools, who 
matriculated in medical school on or after Jan. 1, 1941, may apply to a 
Committee to review their qualifications. 

New Hampshire. Diplomates of National Board of Medical Examiners 
eligible on reciprocity basis. Temporary license valid until citizenship is 
completed may be given. Considered on an individual basis. 


Michigan. Completion of senior year in approved medical school in the 
United States or Canada, or M.S. degree in any fleld allied with medicine 
from a graduate school affiliated with an approved medical school, or, 
in lieu of above, certificate of an oral comprehensive examination in the 
basie sciences and clinical medicine by a joint screening board of exan- 
iners, from the faculties of the medical schools of the University of 
Michigan and Wayne University. 

Minnesota. Two-year internship in Minnesota required. Credentials must 
be submitted in original form and accompanied by notarized photo- 
statie copies translated and will be verified, and documents should bear 
evidence of being visaed by the U. S. Consul in the country wherein the 
school is located. 

New Jersey. Original certificate covering medical courses, original diploma 
and license in foreign country with translation by the Lawyers’ and 
Merchants’ Translation Bureau, 11 Broadway, New York City. 

North Dakota. Applicant must take examination at University of North 
Dakota in conversational English and the basic medical sciences as 
required of second year medical students. Temporary license issued which 
becomes permanent after six years of practice and after obtaining Amer- 
ican citizenship. 

Rhode Island. Must pursue postgraduate study or serve additional one 
year internship or residency. After Jan. 14, 1955, must serve approved 
rotating internship in Rhode Island. Applicant must be licensed to prac- 
= medicine and surgery in country in which school of graduation is 
ocated. 

South Dakota. Applicant required to practice in an emergency area for 
four years under a temporary license and reappear before the board for 
permanent licensure. After July 1, 1955, only those cleared through IRO 
will be eligible. 

Vermont. Must be diplomate of National Board of Medical Examiners. 

Virginia. Applicant must be licensed to practice medicine and surgery in 
country in which school of graduation is located, or must have completed 
the course of study and passed examinations equivalent to those re 
quired for a diploma or license conferring such full right to practice. 

New Jersey. Internship completed in foreign countries after July 1, 1934, 
not acceptable. Acceptance limited to schools recognized by the board. 
Considered on an individual basis. After Jan. 1, 1955 must have minimum 
of three years’ training in a hospital approved by the board. 

New York. Considered on an individual basis. 

North Carolina. Considered on an individual basis. 

Ohio. Graduates of schools of Continental Europe after 1943 are eligible if 
on accepted list. If not licensed in a foreign country must have one year 
in hospital in the United States; if not on accepted list, two years o! 
training in an approved hospital in the United States. Considered on an 
individual basis. 

Pennsylvania. Medical schools in China and Japan not acceptable. 

Rhode Island. Matriculants in foreign medical faculties subsequent to 
Jan. 1, 1949, not acceptable unless applicant was a legal resident of Rhode 
Island at the time of matriculation at a foreign medical schoo! and ob- 
tained his preprofessional training in the United States or Canada. 

Texas. European graduates after 1939 limited to English speaking schools. 

Virginia. Graduates of medical schools on accepted list admitted on same 
basis as approved medical schools in the United States and Canada. 
Graduates of other foreign schools having the required length of study 
and diploma required for practice in the country of their graduation, 
two years of internship in approved hospital in the United States or 
Canada within the past five years prior to application, or one year of 
study in an approved medical school in lieu of one year of the internship 
may be considered for examination. Noncitizens must sign declaration of 
intention to become a citizen. 

Hawaii. Diplomates of National Board eligible on reciprocity basis. 

West Virginia. Applicant must be resident of the state for three years 
preceding an application and be recommended by local medieal society. 

Wisconsin. 1953 Legislature established One Year Temporary Educational 
Permit, which authorizes graduates of unapproved foreign schools t0 
obtain residency training in approved hospitals. May be renewed for 
two additional years. 

Virgin Islands. Residence of six months required. 
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ranges from $1 to $10. Six states have a nonresident 
fee. Guam does not charge a fee. In Florida physicians 
gre required to register with the state board of health, 
while Missouri, New York, and West Virginia require 
biennial registration. 


Educational Council for Foreign Medical Graduates 


When the program proposed by the Cooperating 
Committee on Graduates of Foreign Medical Schools 
was approved last year” by the organizations con- 
cerned, it was hoped that needed financing and staff 
would be obtained promptly so the program could be 
implemented at the earliest possible date. Unfortu- 
natelv, unforeseen difficulties were encountered in 
procuring a tentative declaration of tax exemption 
under the proper section of the Bureau of Internal 
Revenue’s code. These difficulties have been overcome 
just recently. 

The Educational Council has made formal applica- 
tion to one of the large philanthropic foundations for 
funds to match the generous commitment previously 
made by the Kellogg Foundation. The new application 
was approved just as this material was going to press. 
The administrative staff for the Educational Council 
now will be recruited promptly and detailed, with final 
planning being undertaken with anticipation that the 
program will become effective by late 1957 or early 
1958, 

The board of the Educational Council has vigor- 
ously pursued its duties under the leadership of Dr. 
Murray Kinsman as chairman, Dr. Edwin Hamilton as 
vice-chairman, and Dr. Sarah Hardwicke as treasurer. 
It is their intention to keep all interested fully informed 
in regard to further significant developments through 
published statements in THE JOURNAL. 


Licensure of Foreign-Trained Physicians 


In 1950, the Council on Medical Education and 
Hospitals of the American Medical Association and 
the Executive Council of the Association of American 
Medical Colleges developed a list of foreign medical 
schools whose graduates they recommend for consid- 
eration on the same basis as graduates of approved 
medical schools in the United States. The list was 
offered as an advisory grouping for the use of any 
agency or organization that might find it helpful. 
The position of the councils with respect to schools 
not named in the list is that they neither approve nor 
disapprove such schools. The credentials of graduates 
of schools not included in this listing must be evaluated 
by those other agencies, licensing boards, organiza- 
tions, or institutions to whom graduates of the schools 
apply for recognition. When the Educational Council 
for Foreign Medical Graduates becomes active and its 
proposal for the evaluation service for foreign medical 
graduates is put into effect, the listing of foreign medi- 
cal schools will have no further value and will be 
discontinued. 
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The present requirements for foreign-trained physi- 
cians seeking medical licensure in the United States 
and its territories and outlying possessions are given 
in table 27. Foreign-trained physicians are not eligible 
for licensure in 10 states, the Canal Zone, and Puerto 
Rico. Twenty-one boards limit licensure to those who 
have graduated from schools in the approved listing. 
Other boards find the list useful in the evaluation of 
credentials while some boards maintain their own 
list of schools whose graduates are acceptable for li- 
censure, Seven boards do not require citizenship, 
15 boards require declaration of intention, and 21 
boards require full citizenship. Twenty-eight boards 
reported that the foreign-trained physician must serve 
an internship or obtain further medical training in the 
United States. In addition to the items tabulated in 
this table, 19 boards have other specific requirements 
for foreign-trained physicians and 15 boards reported 
varying exemptions. The factual data pertaining to 
these regulations are included in the text immediately 
below the table. 

This chart was developed by the Council on Medi- 
cal Education and Hospitals of the American Medical 
Association in an effort to assist the foreign-trained 
physician seeking licensure in the United States. While 
an attempt has been made to present the situation as 
it exists, the table is intended to give only a summary 
of exising requirements. Persons interested in licensure 
should supplement these data by communicating with 
the licensing boards. Medical licensure in the United 
States is a “state right” and is entirely under the juris- 
diction of the governments of the individual states. 
The power to license physicians is exercised through 
the medical licensing board of each state. Official 
supplementary information concerning the acceptabil- 
itv of foreign credentials should be obtained directly 
from the licensing boards. 

The Council also publishes a compendium of in- 
formation concerning foreign medical schools and the 
status of foreign medical credentials in the United 
States that has been prepared as an aid to foreign- 
trained physicians. In addition to data pertaining to 
medical licensure, this booklet contains sections per- 
taining to graduate training in the medical specialties, 
undergraduate medical study in the United States, ad- 
vanced standing in American medical schools, and 
medical study in foreign medical schools. 

Table 28 records the number of graduates of foreign 
faculties of medicine examined for medical licensure 
by 37 boards in 1956. The figures include both Ameri- 
can and foreign-born physicians educated abroad. 
Graduates of medical schools in the Philippines, New 
Zealand, 16 South and Central American countries, 24 
countries in Europe, and 13 countries in Asia were 
represented at examinations. The number totaled 
1,783. Graduates of 213 medical schools and five li- 
censing corporations were examined. The number who 
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TABLE 29.—Physicians Examined on the Basis of Credentials were successful was 1,012; failures numbered 77], o; 
Obtained in Countries Other Than the United States 43.2%. More than 50 graduates each from the uni- 
and Canada, 1930-1956 versities of Havana, Munich, Bologna, and Mexicy 
Number Percentage City were tested in 1956, and more than 20 graduate; 

a. ee each from 17 other schools were examined. 

The greatest number examined by any one state was 
467 in New York, of whom 193 passed and 274, or 
58.7%, failed. Illinois examined 261, of whom 79 passed 
and 182, or 69.7%, failed. There were 177 examined 
in California, of whom 129 passed and 48, or 27.1% 
failed; 166 in Ohio, of whom 117 passed and 49, or 
29.5%, failed; 115 in Virginia, of whom 84 passed and 
31, or 27%, failed; and 106 in Maryland, of whom 
71 passed and 35, or 33%, failed. Other states ey. 
amined fewer than 100 each, 

Table 29 presents the number of graduates of for. 
eign faculties of medicine examined for medical licen- 
sure in the United States in 27 years (1930-1956). In 
1936 the number of foreign-trained physicians seeking 
licensure in the United States began to increase, and 

13,501 7.46 by 1940 over three times as many were tested as in 
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1936. Beginning in 1944, the numbers examined de- 
creased until 1951, when there was a noticeable in- 
crease. In each succeeding year the numbers examined 
has increased, There was a slight increase in 1956 over 
the previous year in the numbers examined, while 
the figure representing those who passed the exam- 
imation in 1956 decreased as compared with 1955. 
At no time in the 27-year period did fewer than 30.7% 
fail in a given year. The percentage of failures in 1956 
was 43.2 and for the entire period shown the over- 
all percentage of failures was 47.6. 

In table 30 figures are given for an 11-year period 
(1946-1956) showing the number of foreign-trained 
physicians licensed by each state board, both after 
written examinations and by endorsement of creden- 
tials. To conserve space, in the first column under 
the headings “Examination” and “Reciprocity and En- 
dorsement,” the figures combine the years 1946 to 
1951 inclusive. Thereafter, they are given for each 
vear. While table 29 reflects the numbers of candi- 
dates registered after examination only and indicates 
the percentage failing in each year, table 30 reflects 
the total licensed in each state. In this 11-year period, 
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31.—Graduates of Foreign Medical 
Faculties Representing Additions 


to the Medical Profession, 1956 
Reciprocity 
anc 
Examination Endorsement Total 

2 0 2 
California 79 0 7 
Colorado ....... 1 0 1 
Connecticut 20 2 2 
District of Columbia ................. 2 4 6 
3 0 3 
4 0 4 
Massachusetts 1 lo 
5 2 7 
ps) 0 25 
167 4 171 
7 0 7 
33 0 33 
1 0 1 
72 0 72 
Washington 3 


CORRESPONDING OFFICERS OF BOARDS OF MEDICAL EXAMINERS IN THE UNITED STATES, TERRITORIES, 
AND OUTLYING POSSESSIONS 


pr re Dr. D. G. Gill, Secretary, State Office Building, 
Montgomery 4 

po ee Mr. Robert Carpenter, Executive Secretary, 826 Se- 
eurity Bldg., Phoenix 

Arkansas ....ccc00 Dr. Joe Verser, Secretary, Harrisburg 

a Dr. Louis E. Jones, Secretary, 1020 N St., Room 536, 
Sacramento 

Mrs. Beulah H. Hudgens, Executive Secretary, 715 
Republic Bldg., Denver 2 

Connecticut ........ Dr. Creighton Barker, Secretary, 160 St. Ronan St., 
New Haven 

Dr. J. S. MeDaniel, Secretary, Professional Building, 
Dover 


District of Columbia Mr. Paul Foley, Deputy Director, 1740 Massachusetts 
Ave. N.W., Washington 


Dr. Homer L. Pearson, Secretary, 901 N.W. 17th St., 
Miami 36 

ED iscncunceeux Mr. C. L. Clifton, Secretary, 111 State Capitol, 
Atlanta 3 

SURI \.ciccdarsomansecpeais Mr. Armand L. Bird, Executive Secretary, 364 Sonna 
Bldg., Boise 

Mr. Frederic B. Seleke, Superintendent of Registra- 
tion, Capitol Building, Springfield 

ROD: sicndcnncevn Miss Ruth V. Kirk, Executive Secretary, 538 K. of P. 
Bldg., Indianapolis 

Dr. R. F. Biree, Secretary, 310 Bankers Trust Bldg., 


Des Moines 


Dr. Lyle F. Schmaus, Secretary, 864 New Brother- 
hood Bldg., Kansas City 

Kentucky .......... Dr. Russell E. Teague, Secretary, 620 S. Third St., 
Louisville 2 

Dr. Edwin H. Lawson, Secretary, 930 Hibernia Bank 
Bldg., New Orleans 12 

Dr. Adam P. Leighton, Secretary, 192 State St.,. 
Portland 

ee Dr. Lewis P. Gundry, Secretary-Treasurer, 1215 Ca- 


thedral St., Baltimore 1 
Massachusetts ..... Dr. Robert C. Cochrane, Secretary, State House, 
Room 37, Boston 33 


Michigan 2.0... Dr. E. C. Swanson, Executive Secretary, 118 Stevens 
T. Mason Bldg., W. Michigan Ave., Lansing 8 

Minnesota ......... Dr. F. H. Magney, Secretary, 230 Lowry Medical 
Arts Bldg., St. Paul 2 

Mississippi .....,... Dr. Felix J. Underwood, Executive Officer, Old Capi- 
tol, Jackson 112 

eee Mr. John A. Hailey, Executive Secretary, P.O. Box 
24, Jefferson City 

MONtGRD ..6s0sd0000 Dr. Sidney A. Cooney, Secretary, 7 W. Sixth Avenue, 
Helena 

Nebraska .......... Mr. Husted K. Watson, Director, State Capitol 
Building, Room 1009, Lineoln 9 

BWVOE! Sesocucats Dr. George H. Ross, Secretary, 112 N. Curry St., 


Carson City 
Dr. John S. Wheeler, Secretary, 107 State House, 
Concord 


New Hampshire . 


New Jersey ........ Dr. Patrick H. Corrigan, Secretary, 28 W. State St., 


Trenton 

New Mexico ........ Dr. R. C. Derbyshire, Secretary, 227 E. Palace Ave, 
Sante Fe 

Dr. Stiles D. Ezell, Secretary, 28 S. Pearl St., Al 
bany 7 


Dr. Joseph J. Combs, Secretary, 716 Professional 
Bldg., Raleigh 


North Dakota ..... Dr. C. J. Glaspel, Secretary, Grafton 

Dr. H. M. Platter, Secretary, 21 W. Broad St., Co 
lumbus 15 

Oklahoma ......... Dr. E. F. Lester, Secretary, 813 Braniff Bldg., Okla 
homa City 

Mr. Howard I. Bobbitt, Executive Secretary, 609 
Failing Bldg., Portland 4 

Pennsylvania ...... Mrs. Margaret G. Steiner, Acting Secretary, Box “11, 
Harrisburg 

Rhode Island ...... Mr. Thomas B. Casey, Administrator, 366 State 


Office Bldg., Providence 
South Carolina ..... Mr. N. B. Heyward, Secretary, 1329 Blanding St., 


Columbia 

South Dakota ..... Mr. John C. Foster, Executive Secretary, 300 First 
National Bank Bldg., Sioux Falls 

Tennessee .......... Dr. H. W. Qualls, Secretary, 1635 Exchange Bldg., 
Memphis 3 

Dr. M. H. Crabb, Secretary, 1714 Medical Arts Bldg... 
Fort Worth 2 

Mr. Frank E. Lees, Director, 324 State Capitol Bldg... 
Salt Lake City 1 

WD schbAnwives Dr. F. J. Lawliss, Secretary, Richford 

Dr. D. Graves, Secretary, 631 First St. S.W 


Roanoke (address correspondence to Board of! 
Medical Examiners) 


Washington ....... Mr. Thomas A. Carter, Secretary, Capitol Building, 
Olympia 

West Virginia ..... Dr. Newman H. Dyer, Secretary, State Office Build 
ing, No. 3, Charleston 5 

Wisconsin ......... Dr. Thomas W. Tormey, Jr., Secretary, State Office 
Building, 1 W. Wilson St., Madison 

er Dr. Franklin D. Yoder, Secretary, State Office Build 
ing, Cheyenne 

Dr. W. M. Whitehead, Secretary, 172 8. Franklin 
St., Juneau 

Canal Zone ........ Dr. Charles O. Bruce, Health Director, Balboa 
Heights 

Dr. S. J. Provencher, Acting Secretary, Marianos 
Islands, Agana, Guam 

L. Tilden, Secretary, 1020 Kapiolani St., Hono 
julu 

Puerto Rico ...... Mr. Joaquin Mercado Cruz, Box 915, Santurce 


Virgin Islands ..... Dr. Earle M. Rice, St. Thomas 
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there were 8,828 licenses issued to foreign-trained 
physicians. By examination there were 7,225 issued, 
and by reciprocity or endorsement of credentials 
1,603 were registered. 

In table 31 are recorded figures regarding foreign 
trained physicians who were not previously licensed 
in the United States and therefore are additions to the 
medical profession. In 1956 there were 852 in this 
group, 834 of whom were licensed after written ex- 
amination and 18 by endorsement of credentials. Sim- 
ilar figures for the previous six years (1950-1955) 
together with the figures for 1956 are given in table 32. 
In this seven-year period, 4,543 foreign-trained physi- 
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cians were added to the physician population of the 
United States, 4,363 obtaining licensure by writtey 
examination and 180 by endorsement of credentials 


TaBLe 32.—Additions to the Medical Profession 
Representing Graduates of Foreign 
Medical Faculties, 1950-1956 

Reciprocity 


and 
Examination Endorsement Totals 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Basic science laws currently exist in 19 states, the 
District of Columbia, and Alaska. These laws provide 
for the establishment of a board of examiners in the 
basic sciences whose function is to determine the 
adequacy of background knowledge of the basic 
sciences of all candidates seeking licensure to practice 
in any of the healing arts recognized in the statutes. 
The basic science boards have no licensing power, but 
a certificate indicating successful completion of their 
examinations is a prerequisite for licensure wherever 
such boards exist. Table 33 lists the states, district, and 
territory where basic science laws exist and the year 
of their enactment. There has been no legislation en- 
acting basic science laws since 1951. 


TABLE 33.—States Having Basic Science Laws and 
Year of Enactment 


District of Columbia 
Florida 


Michigan 
Minnesota 


The healing are, as defined in the laws, refers to any 
system, treatment, operation, diagnosis, prescription, 
or practice for the ascertainment, cure, relief, pallia- 
tion, adjustment, or correction of any human disease, 
ailment, deformity, injury, or unhealthy or abnormal 
physical or mental condition. 

The basic sciences designated in the legislation vary 
with the different laws. All of them include anatomy, 
pathology, and physiology, and the majority include 
bacteriology and chemistry. Ten include hygiene, two 
diagnosis, and one requires public health. Table 34 
lists the basic science boards and the subjects in which 
examinations are required. 

The laws in some states provide for certification 
without examination by exemption, waiver, reciproc- 
ity, or endorsement. The credentials acceptable for 


TaBLe 34.—Subjects Included in Basic Science Examinations 


Pa- 
Anat- Bacte- Chem- Diag- Hy- thol- Physi- Public 
omy riology istry nosis giene ogy ology Health 
x x x 
x 
x 


x 
District of Columbia x 
Florida 
lowa 
Michigan 
Minnesota 
Nebraska 


South Dakota 
Tennessee 


x 
x 
x 
x 
x 


Washington 
Wisconsin 


TaBLe 35.—Reciprocity, Endorsement, Waiver, or 
Exemption Policies of Basic Science Boards 


Credentials Accepted 


Alaska 

Physicians are accepted on reciprocity from those states with which 
the board of medical examiners has established reciprocal agree- 
ments. 

Arizona 

Any basie science certificate that has been obtained by an examina- 
tion before the issuing board and provided that at least four 
subjects were passed at one sitting. Practitioners licensed in a 
state requiring u basic science certificate prior to the passage of 
basie science legislation are eligible on a previous licensure basis. 

Arkansas 

Reciprocity on the basis of written examination taken before all 
states, except Florida and Iowa. Credential of the National Board 
of Medical Examiners acceptable for reciprocal registration. 

Colorado 

Reciprocity as to examination with the following basic science 
boards; Alaska, Arizona, Arkansas, Michigan, Minnesota, 
Nebraska, Nevada, New Mexico, Oklahoma, Oregon, Rhode Island, 
South Dakota, Tennessee, Texas, and Washington. 

Reciprocity as to examination with the Iowa Basic Science Board is 
granted to those candidates having made original applicatio» to 
that board on or before June 1, 1949. Candidates making applica- 
tion after that date and holding a certificate must meet the 
minimum requirements of the board, i.e., that the candidate pass 
an examination in the basic sciences under a basic science board 
and that he pass, at one sitting, at least four of the five subjects 
given by the Colorado board, with subsequent passing of the 
fifth subject. 

With Connecticut and Wisconsin there is reciprocity as to examina- 
tion in the subjects of anatomy, physiology, and patholo:y, 
Candidates from these states are required to pass the examina- 
tions in chemistry and bacteriology under this board. 


Year 
425 25 450 
749 23 772 
834 18 &2 
Wisconsin 1925 
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Tawi: 35.—Reciprocity, Endorsement, Waiver, or Exemption 
Policies of Basic Science Boards—Continued 


Credentials Accepted—Continued 


nuectieut 
= \» reciprocity. Endorsement of the certificate of the National 
Board of Medical Examiners and of state licenses of graduates of 
\merican medical schools. 
pistrict of Columbia 
Reciprocity has not been established. The board may exempt an 
applicant. All applications are considered on an individual basis. 


Florida 

No reciprocity, waiver, or exemption policies. 

lowa 

On an individual basis, applications for registration by exemption 
are considered on the basis of a license from a board of medical 
examiners, the certificate of a basie science board, and the 
certificate of the National Board of Medical Examiners. 

Michigan 


Certificates issued by examination are accepted for registration by 
waiver from the basie science boards of Alaska, Arkansas, Colo- 
rado, District of Columbia, Minnesota, Nebraska, New Mexico, 
Rhode Island, South Dakota, Tennessee, Texas, Oklahoma, Nevada, 
lowa, Oregon, Washington, and Wisconsin. 

Applicants who present certificates from the basic science boards of 
Washington and Oregon are examined in bacteriology. 

Applicants who present certificates from the Wisconsin Basic 
Science Board are examined in bacteriology and chemistry. 

The Michigan board may accept, in lieu of its own examination, the 
basie science portion of the examination given by any legally 
constituted examining or licensing board in the healing arts, if 
such examination is equal or equivalent to the examination given 
by the Michigan Board. 

Minnesota 

Reciprocity on an automatic basis with the basie science boards of 
Arkansas, Colorado, Nebraska, Oregon, and Tennessee (after 
Feb. 9, 1950), and the part 1 examination of the National Board 
of Medical Examiners. 

Reciprocity on an individual basis with the basie science boards of 
Alaska, Arizona, Connecticut, Michigan, Nevada, New Mexico, 
Oklahoma, South Dakota, and Texas. 

Reciprocity on an individual basis with the medical licensing boards 
of Indiana, Kansas, Kentucky, New York (subsequent to 1925), 
Oklahoma, Texas, Vermont, Virginia, and Washington. 

Partial credit granted for grades in certain subjects passed in 
examinations of medical licensing boards of Alabama, Georgia, 
Louisiana, New York (subsequent to 1925), North Carolina, 
Wisconsin, and the District of Columbia. 

Nebraska 

No reciprocal agreements exist. Waiver may be granted when certain 
requirements specified in the law have been met. These requirements 
relate to age of the applicant, moral character, high school 
graduation or equivalent, the fact of having passed an examina- 
tion given by a basic science board or a licensing board in another 
state, the requirements of which are not less than those of 
Nebraska, and providing the other state concerned extends like 
privileges to those taking the examination in Nebraska. States 
eligible for consideration are those states granting exemptions 
from examinations to those from Nebraska where the conditions 
of the laws and regulations have been met, even though these 
conditions differ somewhat from the requirements of Nebraska. 
States not eligible for such consideration are those states pro- 
hibited by law from granting waiver or reciprocity. 

Nevada 

Reciprocity with basie science boards of Arizona, Colorado, lowa, 
Minnesota, New Mexico, Oklahoma, Oregon, South Dakota, 
Tennessee, Texas, and Washington. Waiver with basie science 
boards of Arkansas, Florida, Michigan, Nebraska, and Wisconsin 
(partial waiver). 

New Mexico 

Reciprocity with basic science boards of Arizona, Arkansas, 
Colorado, Iowa, Michigan, Minnesota, New Mexico, Oklahoma, 
Oregon, South Dakota, Tennessee, Washington, and Wisconsin. 
Waiver granted to doctors who have been in continuous practice 
for 30 years or more. 

Oklahoma 

Applicants are reviewed on an individual basis. A basic science 
certificate is not a prerequisite for iicensure by reciprocity but is 
a requirement for licensure by examination. 

Oregon 

Reciprocity on the basis of written examination with basic science 
boards of Arkansas, Colorado, Iowa, Minnesota, Nebraska, 
Nevada, New Mexico, Oklahoma, South Dakota, Tennessee, Texas, 
Washington, and Wisconsin. 

Rhoue Island 

Endorsement after oral examination with Massachusetts Board of 
Registration in Medicine, and basic science boards of Colorado, 
District of Columbia, and Oklahoma. 

South Dakota 

Reciprocity with basie seience boards of Arizona, Arkansas, 
Colorado, lowa, Michigan, Minnesota, Nebraska, Nevada, New 
Mexico, Oklahoma, Oregon, Tennessee, Texas, Washington and 
Wisconsin. 
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‘Tennessee 
Reciprocity with basic selence boards of Alaska, Arizona, Arkansas, 
Colorado, District of Columbia, Michigan, Minnesota, Nebraska, 
Nevada, New Mexico, Oklahoma, Oregon, South Dakota, Texas, 
Washington, and Wisconsin. 
Texas 
Reciprocity with the basic science boards of Alaska, Arizona, 
Arkansas, Colorado, lowa, Michigan, Minnesota, Nebraska, 
Nevada, Oklahoma, Oregon, South Dakota, Tennessee, Wash 
ington, and partial reciprocity with Wisconsin. 
Washington 
Reciprocity on the basis of written examination with all states 
having basic science boards. Examination required in subjects 
not covered in Washington examination. 
Wisconsin 
Waiver to commissioned officers of the armed forces or the Public 
Health Service, to an applicant who has passed part 1 of the 
examination of the National Board of Medical Examiners, to a 
physician licensed to practice medicine in a state not having a 
basie science law or licensed in a state before the establishment of 
a basie science board provided he has served an internship or has 
practiced for at least one year since the license was granted, to a 
physician licensed in Canada, and to foreign trained physicians 
holding an M.D. degree from an acceptable school who are 
licensed to practice medicine in the country in which the schoo! 
attended is located. 
Reciprocity on the basis of written examination with all states 
having basic science boards. 


certification by one of these methods are outlined 
in table 35. 

The results of examinations given and the number of 
certificates issued on the basis of waiver, exemption, 
reciprocity, or endorsement as reported by the basic 
science boards during 1956 are shown in tables 36 and 
37. The laws do not specify that a candidate reveal 
his school of practice. The basic science boards were 
developed for the purpose of insuring, insofar as 
possible, that all individuals who enter into the area 


TaBLe 36.—Applicants Examined in Basic Sciences, 1956 


Examined Passed Failed Failed 


6 5 1 16.7 
160 160 o* 0.0 
74 43 31 42.5 
192 110 82 42.7 
nts 163 91 72 4.2 
| 133 133 0.0 
208 180 28 13.5 
200 175 25 12.5 

4,475 3,734 741 16.6 


* Failure data not reported. 


of the healing arts have what is generally considered 
to be an adequate preparatory background. Table 36 
records the total number of candidates reported by 
the several boards as having been examined and the 
number who passed and failed. No attempt has been 
made to differentiate the schools of the healing arts 
represented by the candidates examined or certified. 
Seven states either had no failures or did not report 
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figures for failures. The percentage of candidates fail- 
ing is given for those states that did submit these 
data. 

The 21 boards in operation in 1956 examined 4,475 
candidates and granted certificates of proficiency in 


TaBLe 37.—Basic Science Certificates Issued by Examination, 
Reciprocity, Endorsement, Exemption, or Waiver, 1956 


Certified by 


Reciprocity, 
Endorsement, 
Exami- Exemption, Total 
nation or Waiver Certified 


160 100 260 
wie 194 0 194 
OF COMMING 12 146 158 
120 42 162 
94 35 129 
308 216 524 


TaBLe 38.—Candidates for Basic Science Certification, 1927-1956 


Examination Reciprocity, 
Endorsement, 
No. of Exemption, Total 
Boards Passed Failed % Failed or Waiver Certified 

5 294 33 10.0 27 321 
 cachenbteds 5 617 SS 12.4 19 636 
641 93 12.6 75 716 
7 636 127 16.6 122 75S 
7 153 19.4 141 775 
7 (34 wl 13.7 118 752 
104 15.7 131 688 
751 115 13.3 138 889 
10 794 162 16.8 114 
10 NT 181 16.4 243 1,160 
12 1,10? 242 18.0 202 1,304 
12 1,096 230 17.3 293 1,389 
14 1,110 249 18.3 1,021 2,131 
16 1,293 290 18.3 346 1,639 
17 1,741 373 17.5 353 2,104 
17 1,725 497 22.3 304 2,029 
18 2,309 410 15.1 382 2,691 
eee 1s 2,144 605 22.0 309 2,453 
Is 2,839 634 21.3 584 2,923 
19 2,558 692 21.2 1,474 4,032 
19 2,683 905 25.6 960 3,593 
19 3,038 7 20.6 1,418 4,456 
20 3,656 1,515 29.5 1,480 5,136 
20 3,430 1,340 28.1 2,526 5,956 
21 3,198 735 18.7 1,939 5,137 
eee 21 3,806 1,346 26.1 1,924 4,730 
21 3,854 1,220 24.0 1,899 5,758 
BW Seccdececcs 21 3,941 874 18.2 1,976 5,917 
21 3,474 447 11.1 1,936 5,410 
21 3,734 741 16.6 2,373 6,107 
58,666 14,291 19.5 26,027 84,693 


the basic sciences by written examination to 3,734 
individuals. In addition, as noted in table 37, there 
were 2,373 certificates issued by reciprocity, endorse- 
ment, exemption, or waiver by 18 boards. The number 
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of applicants registered with or without examination 
in 1956 was 6,107. Of these, Florida issued 882, Tex, 
714, Michigan 611, and Wisconsin 524. Other states 
certified fewer than 500. 

In 30 years (table 38) 84,693 certificates in the 
basic sciences have been issued, 58,666 by examina. 
tion and 26,027 by reciprocity, endorsement, exemp. 
tion, or waiver. The percentage of failures in this 
period was 19.5. 

The fees for certification in the basic sciences in the 
states requiring such certification are given in table 39, 
Examination and endorsement meetings are held jn 
most instances semiannually, although some boards 
meet quarterly. THE JouRNAL publishes semimonthly 
the future dates of examination and reciprocity meet- 
ings of all basic science boards. 

In 1956 there were 4,475 examinations given by 
basic science boards; 3,734 were successful and 74] 
examination results were reported as unsuccessful, 
thereby failing to give evidence of basic preparation 
adequate to qualify for further consideration for li- 


TaB_e 39.—Basic Science Registration Fees 


District of Columbia .......... 25 10 


Fees tor registration without examination: (1) $25; (2) $50; (3) $15; 
(4) $75; and (5) $10. 


censure. Figures on how many individuals these 741 
examination failures represent were not available for 
this report. The several basic science boards differ 
widely from each other in the restrictions put upon 
the candidate with respect to repetition of examina- 
tions that have been failed and the accumulation of 
credit. For example, an applicant in one state must 
pass at least tour of the six required sections at one 
examination session. If he does not pass at least four 
of them, he must then be reexamined in all six subjects 
when he again applies. A poorly prepared applicant 
may continue to reapply and be reexamined at sub- 
sequent examinations. Thus, one person could con- 
ceivably be reported as a failure on four different 
examinations during a calendar year. In another 
state, which does not have such a limitation in 
its law, credit can be accumulated from one exam- 
ination to the next. The variances which exist in the 
evaluation methods of the states makes it impossible 
to analyze the figures on a comparable basis from 
state to state. 

Although it is recognized that the data presented 
may be useful to those seeking licensure in these 
states, it is advisable to supplement the information by 
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direct communication with the basic science board. 
The present executive corresponding officer of each of 
the 21 basic science boards is as follows: 


Mr. Herbert D. Rhodes, University of Arizona, 


Tueson. 
Mr. S. C. Dellinger, Zoology Department, University 
F of Arkansas, Fayetteville. 
Colorado Dr. Esther B. Starks, 1459 Ozden St., Denver 18. 
Connecticut ......-. = Regina G. Brown, 258 Bradley St., New Haven 


pistriet of Columbia Mr. Paul Foley, 1740 Massachusetts Ave. N.W., 
Washington 6. 


FIOTIAG Mr. M. W. Emmel, Box 340, Gainesville. 

JOWA ..csecccceccees Dr. Ben H. Peterson, Coe College, Cedar Rapids. 

Michigan ...csccves Mrs. Anne Baker, 116 Stevens T. Mason Bldg., 
W. Michigan Ave., Lansing 15. 

Minnesota ......06. Dr. Raymond N. Bieter, 165 Millard Hall, University 


of Minnesota, Minneapolis. 
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eee Mr. Husted K. Watson, Room 1008, State Capitol 
Building, Lincoln 9. 

Dr. Donald G. Cooney, Box 9005, University Station, 
Reno. 

New Mexico ........ Mrs. Marguerite Cantrell, Box 1522, Santa Fe 

Oklahoma ......... Dr. FE. F. Lester, 818 Braniff Bldg., Oklahoma City 

.... Dr. Earl M. Pallett, Secretary, State Board of 
Higher Education, Portland 

Rhode Island ...... Mr. Thomas B. Casey, 366 State Office Bldy., Provi 
dence 

South Dakota ..... Dr. Greece M. Evans, 310 EF. St., Yankton 

Dr. O. W. Hyman, @ S. Dunlap St., Memphis 

Raphael Wilson, 407 Perry-Brooks Bldg., Aus 
tin 

Washington ....... Mr. Thomas A. Carter, Department of Licenses, 
Capitol Building, Olympia 

Co Mr. William H. Barber, 621 Ransom St., Ripon. 

Dr. R. Harrison Leer, Box 2064, Alaska Office Bldg., 
Juneau. 


NATIONAL BOARD OF MEDICAL EXAMINERS 


The Nationa] Board of Medical Examiners is a vol- 
untary and unofficial examining agency, the purpose of 
which is to prepare and to administer qualifying ex- 
aminations of such merit that legal agencies governing 
the practice of medicine within each state may in their 
discretion grant successful candidates a license with- 
out further examination. 

It is the function of the individual state medical 
licensing boards to determine who shall practice with- 
in their borders and to maintain high standards of 
medical practice in accordance with their own rules 
and regulations. In recognition of the thoroughness 
and widely accepted standards of the National Board 
examinations, its certificate is accepted as an adequate 
qualification by the medical licensing authorities of the 
states, the District of Columbia, and the territories 
with the following exceptions: Arkansas, Florida, 
Georgia, Indiana, Louisiana, Michigan, North Caro- 
lina, and Texas. The Georgia licensing board will ac- 
cept certificates issued prior to October, 1953. The 
Michigan licensing board will accept applicants who 
have completed parts 1 and 2 prior to Nov. 1, 1954, 
but requires a special written supplemental examina- 
tion. Supplemental oral examinations are required by 
the licensing boards of I[linois, Rhode Island, and 
Wyoming. 

The following boards of examiners of the basic 
sciences accept the examinations of the National Board 
in lieu of their own: Alaska, Arkansas, Connecticut, 
lowa, Minnesota, Nebraska, Tennessee, Wisconsin, 
and the District of Columbia. Diplomates of the Na- 
tional Board are required to take an examination in 
the basic sciences before obtaining a medical license 
in Arizona, Colorado, Florida, Michigan, Nevada, 
New Mexico, Oklahoma, Oregon, Rhode Island, South 
Dakota, Texas, and Washington. 

The examinations leading to certification by the 
National Board are divided into three separate parts. 
Parts 1 and 2, which are of the multiple choice type, 
may be taken by students during the course of their 
training in the medical school. Each of the six exam- 
inations of part 1 and each of the five examinations 
of part 2 is developed by a separate committee which 
is appointed by the Board and which is composed of 


teachers and clinicians prominent in their own fields. 
Whereas formerly the Educational Testing Service of 
Princeton, N. ]., helped in the development and analy- 
sis of the examinations of parts 1 and 2, all work per- 
taining to all aspects of the testing program, including 
scoring and statistical analysis, is now carried on in 


Tasie 40.—National Board Examinations in Part 1, 1922-1956 


Total 


Date Examinations Passed Incomplete Failed Failed 

September, 1956 .......... a7 
1,006 675 331 11.8 
wes 1277 25 97 114 
1,307 S47 371 95 
1,234 782 316 136 14.8 
1,733 1.008 win 225 17.7 
1,653 1,069 375 209 164 
1,640 1,087 346 207 16.0 
1204 471 im 13.8 
ss 264) 1441 253 4.9 
4,22u B26 1465 438 15.9 
3,148 1,695 1,189 13.5 
3,514 1.344 1,352 318 14.7 
3.807 2,178 1,262 44 
3,823 ? B37 1,243 243 
3,520 138 1,038 329 93 
4,278 2 980 432 13.0 
3,252 2,286 677 11.2 
3,196 1,735 1,173 14.2 
3,475 2,675 510 200 10.8 
74,099 45,802 21,690 7,117 13.7 


the offices of the National Board. The third, or final, 
part of the examination provides a total of seven hours 
for each candidate to demonstrate his ability to apply 
his knowledge of clinical problems in four major ele- 
ments of general practice. In each of these subjects 


& 
ae 
the 
be 
> 
- 


458 MEDICAL LICENSURE FOR 1956 


time is provided for the candidate to study a patient 
or clinical specimens. He is then required to write an 
essay test based upon the patient or the clinical speci- 
mens that he has studied. His essay paper is then 
reviewed by separate examiners in each subject. After 
this, the examiners question the candidate in other 
aspects of the subject. 


Tas_e 41.—National Board Examinations in Part 2, 1922-1956 


Total % 
Examinations Passed Incomplete Failed Failed 


April, 1956 3 20 ye 
June, 1956 2.1 


Totals 2,18: 2: 26 1.2 
17.4 


1,691 
1,837 
2017 
2.001 
2,145 
2,169 
2,220 2,181 
2,182 2,153 


Totals 39,752 38,115 1,558 


Examinations in part 1 were held during 1956 in 
June and September, and in part 2 in April and June. 
Part 3 of the examinaticn is administered through 
subsidiary boards located in the major cities of the 
United States during the last two weeks of June of 
each year. Where indicated, interim part 3 examina- 
tions will be organized by an individual subsidiary 
board during the course of the year. The dates of all 
examinations are posted on medical school bulletin 
boards and published in THe JourNAL and in “The 
National Board Examiner,” the official publication of 
the National Board of Medical Examiners. 

The National Board admits to its examination any 
student in good standing in approved medical schools 
in the United States and Canada. The National Board 
does not, at the present time, admit to its examinations 
graduates of other medical schools. Upon receipt of a 
request initiated by a state licensing board, a specialty 
board, or a medical school, an individual trained in a 
foreign medical school may be admitted to the Na- 
tional Board examinations in order to satisfy special 
requirements or regulations of the licensing board, spe- 
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cialty board, or the medical school. He is not consid. 
ered a candidate for a certificate but is admitted to 
the examination as a service to the agency requesting 
the service and the grades are sent only to the board 
or school concerned. 

The tables that are presented refer to the results of 
examinations in all three parts since 1922, including 
the number who passed and failed examinations and 
the number certified. This is the 35th annual compila. 
tion of these statistics. The board’s first examination 
was given in October, 1916. From that date and up to 
and including a test given in June, 1921, 11 examina- 
tions were given and 268 candidates were certified, 
Since 1922 the examination has been divided into three 
parts, which must be taken and completed in the 
following sequence: part 1, a written examination in 
six basic science subjects; part 2, a written examination 
in five major clinical divisions and their component 
subjects or subdivisions; and part 3, a clinical and 
practical evaluation of the candidate's ability in ob- 
servation, in diagnostic acumen, and in the principles 
of therapy, applicable to the four major elements of 
general practice, namely, clinical medicine, pediatrics, 
clinical surgery, and obstetrics and gynecology. 


Tasie 42.—National Board Examinations in Part 3, 1922-1956 


Total % 
Examinations Passed Failed Failed 


22 2 0.0 

82 : 1.2 

126 2 45 

219 206 4 59 

25 24: 2 4.7 

293 27: 7.2 
322 
352 
420 
437 
5) 
| 
MT 
HOS 
770 
792 
910 
1,054 
1,230 
1,168 
1,245 
1946 1,634 
W947 1,741 
1948 1,715 
1949 1,685 
1,752 
2,085 


Tables 40 and 41 record the results of examinations 
given in parts 1 and 2 during 1956 and for each year 
since 1922. The data shown in these tables represent 
examinations conducted rather than persons examined, 
and the figures thus include candidates who fail and 
are reexamined during the same year and those who 
may pass parts 1 and 2 in the same year. 


1” 170 2 10.5 
342 309 0 33 (98.6 
381 334 1 «12.1 
361 314 1 46 «12.8 
465 399 19 47 15 
719 630 2 87 12.1 
732 674 0 58 7.9 
714 651 0 63 
633 583 0 7.9 
689 620 69 10.0 
938 884 0 5.8 
1,028 63 9 56 5.5 
1,072 1,031 0 41 3.8 
1,599 1,565 0 | 
1,825 1,782 0 43 24 
1,641 1,613 0 2s 
1,742 1,725 0 17 0.9 
0 16 0.8 
3 36 1.6 
| 3.9 
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There were 3,475 examinations in part 1 


given in 


1956. 2,675 passed, and 290, or 10.8%, failed. Incom- 
plete examinations numbered 510. In part 2, 2,182 ex- 
aminations were held, 2,153 passed, and 26, or 1.2% 
failed. Three incomplete examinations were given. 

From 1922 to 1956, inclusive, a total of 74,699 
examinations have been given in part 1 and 39,752 
in part 2, The successful examinations totaled 45,892 
in part 1 and 38,115 in part 2. In the 35-year period 
shown, there have been 7,117 failures in part 1 
(13.7%) and 1,558 (3.9%) in part 2. 

In 1956, 2,085 tests were given in part 3; 2,072 
passed, and 13 (0.6%) failed. Results of examina- 
tions in part 3 in 1956 and in the 34 preceding 
years are given in table 42. In 35 years, 34,653 were 


TasLe 43.—Diplomates from Individual Medical Schools, 1956 


United States 


University of Arkansas......... 7 
College of Medical Evangelists 31 
Univ. of Southern California.. 1 
Stanford University............ ll 
University of California, L. A. 8 
University of California, 8. F. 4 


University of Colorado........ 2 
75 
Georgetown University......... 78 
George Washington University 69 
Howard University............. 5 
Medical College of Georgia..... 1 
Chieago Medical School........ 63 
Northwestern University........ 51 
Stritch School of Medicine...... 31 
University of Chicago.......... 50 
University of Illinois........... 31 
Indiana University.............. 2 
State University of Iowa....... 7 
University of Kansas........... 4 
University of Louisville........ 3 
Tulane 5 
Johns Hopkins University...... 8 
University of Maryland........ 6 
Boston 74 
Harvard Medical School........ 109 
Tutts College Medical School... 112 
University of Michigan........ 7 
University of Minnesota........ 3 
St. Louis University............ 6 
Washington University......... 18 
Creighton University........... 9 
University of Nebraska........ 3 
Albany Medical College........ 52 
State Univ. of N. Y., Brooklyn 130 
University of Buffalo.......... 66 
Columbia University............ 109 
Cornell University.............. 68 
New York Medical College...... 122 
New York University............ 135 
University of Rochester........ 43 
State Univ. of N. Y., Syracuse 75 
Duke University................ 9 
University of Cincinnati........ 2 
Western Reserve University.... 13 
Ohio State University.......... 2 


University of Oklahoma........ 2 
University of Oregon.......... 16 
Hahnemann Medical College.... 49 
Jefferson Medical College...... 18 
Temple 43 
University of Pennsylvania.... 33 
Woman's Medical College...... 22 
University of Pittsburgh....... 7 
University of Tennessee........ 2 
Vanderbilt University.......... 1 
1 
University of Vermont......... 28 
University of Virginia.......... 1 
Medical College of Virginia.... 8 
University of Washington...... 2 
University of Wisconsin........ 5 
Marquette University........... ll 
University of Puerto Rico...... 25 
1,904 
Canada 
Univ. of British Columbia..... 1 
Dalhousie University........... 3 
Queen’s University.............. 5 
University of Ottawa........... 3 
Univ. of Western Ontario...... 1 
University of Toronto......... 8 
MeGill 36 
University of Montreal........ 1 
1 
59 
Foreign 


St. John’s University, China... 3 
Natl. College of Medicine, 


3 
National Kweiyang Medical 
2 


University of Havana, Cuba... 1 
University of London, England 1 
University of Kiel, Germany.... 1 


National Univ. of Ireland...... 2 
Univ. of Amsterdam, 
1 


Univ. of Edinburgh, Seotland.. 1 
University of Geneva, 


3 
University of Lausanne, 

1 

19 


tested, of whom 33,827 were granted the certificate 
of the board. The percentage of failures in the board's 
final examination for the 35-year period was 2.3 

The 2,072 physicians certified as diplomates in 1956 
represented 64 medical schools in the United States 
and Puerto Rico, 9 in Canada, and 11 in other coun- 
tries. The school and the number of examinees from 
each are included in table 43. 
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In 1956, there were 3,109 licenses to practice medi- 
cine issued by endorsement of the certificate of the 
National Board of Medical Examiners in 42 states, 
the District of Columbia, and the territories and out- 
lying possessions. The number registered by each of 


TaBLeE 44.—Licenses Granted on the Basis of National 
Board Certificates, 1956 


District of Columbia .......... 11 
69 West Virginia 16 
4 Guam, Hawaii, and 
8,100 


these licensing boards is recorded in table 44. There 
have been 35,428 licenses issued on the basis of en- 
dorsement of the board’s certificate since 1915. 

A number of medical schools use National Board 
examinations for their own purposes. In some schools 
the entire second year class takes part 1 at the end 
of the second year; in others part 2 serves as a 
comprehensive examination at the end of the fourth 
year; in still other schools both parts 1 and 2 are 
taken by all students. At the present time there are 
35 medical schools in which 25 or more students 
take National Board examinations. In 23 schools, the 
National Board examinations are required for the 
entire class for either part 1 or part 2, or both parts 
1 and 2. 

The officers of the board are Walter A. Bloedorn, 
M.D., President; Creighton Barker, M.D., Vice-Presi- 
dent; John P. Hubbard, M.D., Executive Secretary and 
Treasurer; William V. Clemans, Ph.D., Director of 
Testing Services; Christian J. Lambertsen, M.D., 
Assistant Secretary; George D. Ludwig, M.D., Assist- 
ant Secretary; J. S. Rodman, M.D., Honorary Medical 
Secretary; and Everett S$. Elwood, Consultant on State 
Board Relations. 


The address of the board is 133 S. 36th St., Phila- 
delphia 4. 


References 
1. Forty-eight state boards, the District of Columbia, Hawaii, 
and Puerto Rico. 
2. J. A. M. A. 1613371 (May 26) 1956. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


During the month of March I had the distinct good 
fortune to inspect medical installations of the U. S. 
armed forces in the Pacific area and to visit several 
medical schools and medical associations in the Far 
East. It also was my pleasure to have Dr. Leo Barte- 
meier, Chairman of the A. M. A.’s Council on Mental 
Health; Rear Adm. Thomas G. Hays, M. C., U. S. 
Navy; and Commander E. W. White, U. S. Navy, as 
my travel companions and advisers. 

My first-hand survey of the Navy medical facilities, 
as well as the Army and Air Force installations, con- 
vinced me that the health and welfare of our armed 
forces’ personnel are being handled carefully and ex- 
pertly by the medical personnel assigned to that all- 
important task. Specifically, (1) emergency medical 
facilities are excellent, and they are available almost 
immediately to the sick or injured; (2) good hospital 
care is an hour or less away for almost every man and 
woman serving in the Pacific area, and (3) expert 
medical care and the finest hospitalization in extreme 
and very serious cases are only a few hours away. 

In addition to the availability of facilities and medi- 
cal personnel, I found the armed forces’ physicians 
just as dedicated as civilian doctors in the United 
States. In fact, I found that the service physician was 
ready and willing to meet almost any challenge and 
to render the best possible care even if facilities or 
equipment are not always readily available. Indeed, 
I would regard the morale and dedication of the medi- 
cal officers, nurses, and enlisted personnel as the finest 
I have seen anywhere. 

To parents, wives, relatives, and friends of members 
of the armed forces in the Pacific, I say: You do not 
have to worry about medical care—quantity or quality 
—for servicemen. It is the best possible, and all the 
needs of every serviceman can, and will, be met. 

I also am happy to report that medical personnel is 
trying to assist local populations in the care of their 
sick and injured, whenever and wherever possible. I 
have seen this assistance being rendered fully and 
capably at hospitals and outpatient clinics. Personally, 
I feel that our armed forces—particularly the medical 
personnel—have a great opportunity to promote good 
will and friendship between the people of the area 
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and the people of the United States. So it was gratify- 
ing to see so many service doctors spreading the hu- 
manitarianism so closely identified with the United 
States and the American medical profession. 

While I was on the Pacific inspection trip, I made 
approximately 20 talks to armed forces medical per- 
sonnel, to students and faculty of medical schools, and 
to members of several medical associations. The entire 
trip was a pleasant and enlightening experience, and 
the line officers were extremely helpful in providing 
us with comfortable, swift, and safe transportation. A 
report of my findings is now in the hands of Adm. 
B. W. Hogan, surgeon general of the U. S. Navy. 

As this is my last President’s Page before the curtain 
falls on my term of office, I want to express my sincere 
appreciation to each and every member of the A. M. A. 
for the confidence placed in me and for elevating me 
to medicine's highest office in the land. 

Whatever has been accomplished during my service 
to the A. M. A. is the direct result of the efforts of 
hard-working physicians and staff personnel. I claim 
no credit. I merely am happy to have had the oppor- 
tunity to work with so many capable persons every- 
where in the country and to contribute my small por- 
tion to the betterment of the A. M. A. and the medical 
profession. 

If I had to single out one principle that has guided 
me during my term, it would be: Try to keep medicine 
as free and dedicated as you found it. I hope every 
physician will remember this principle, and will make 
it his personal duty to carry on the heritage of medical 
freedom that is ours today. Furthermore, it is the duty 
and responsibility of our profession to pass on to the 
younger and succeeding doctors the same privileges 
and opportunities to practice medicine that we have 
had. Our freedom in exercising our best judgment and 
using our capabilities in the care of the sick must never 
be hindered or hampered. The task of maintaining our 
traditions may not be easy, but it will be well worth 
the extra time we devote to this great cause. 

To all 160,000 A. M. A. members, thank you for 
allowing me to serve the greatest medical organization 
in the world. 

Dwicut H. Murray, M.D., Napa, Calif. 
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ORGANIZATION SECTION 


HEALTH IN SCHOOLS 


How can educators cooperate to encourage wide- 
spread immunization against poliomyelitis? What is the 
viewpoint of representative physicians on competitive 
athletics in grade schools? How do the nation’s no. 1 
teachers’ and physicians’ organizations feel about health 
education and physical education programs in all 
schools—from elementary grade level through college? 
These questions have been answered definitively and 
with official tone within the text of a dozen resolutions 
adopted recently by one of the oldest interprofessional 
organizations in America. It has the long-breath title of 
Joint Committee on Health Problems in Education of 
the National Education Association and American 
Medical Association. The group has been functioning 
continuously for 46 years—developing effective liaison, 
helping formulate policy, publishing appropriate ma- 
terials, and serving as a board of review on matters re- 
lated to health in our nation’s schools. 

The five physician members, nominated by the 
A. M. A. Board of Trustees, all have a keen interest in 
school problems. The five N. E. A. representatives, 
selected by their organization’s president, are particu- 
larly concerned with the health of pupils. One result 
of this intense dual approach is a combined and co- 
hesive medical-educational view on school health 
matters. At a meeting March 11, 12, and 13, the Joint 
Committee 

—Planned to draw up a check list for local commu- 
nities to evaluate their own school health programs. 

—Studied a progress report on a new volume, 
“Healthful School Living.” 

—Discussed a report on dental health in schools 
with representatives of the American Dental Associa- 
tion. 

—Determined subcommittee progress on such top- 
ics as mental health in the classroom, health of school 
personnel, and health aspects of pupil transportation. 

(Reelected to a second term as Joint Committee 
chairman was Delbert Oberteuffer, Ph.D., of the Ohio 
State University department of physical education. A 
pediatrician from Fond du Lac., Wis., Dr. E. H. 
Pawsat, was named vice-president, and Dr. Donald A. 
Dukelow, of the A. M. A. headquarters staff, was 
elected secretary.) 


Publications and Resolutions 


The fact that there is a keen interest among doctors 
and educators in all phases of school health is shown in 
the wide call for publications prepared by the Joint 
Committee. “Healthful School Living,” third of three 
basic books published in the past decade (“Health 
Education” and “School Health Services” are the 


others ), now rounds out all phases of the school health 
program. Dozens of pamphlets have been published 
since 1920 by the Joint Committee—and republished 
as often as 10 times to meet the rising demand. They 
have covered such varied subjects as school health 
policies, sex education, health appraisal, school lunch 
programs, sight and hearing conservation, the nurse 
in the school, classroom lighting, physical growth 
charts, fatigue, and sleep habits for children. 

Among the resolutions adopted at the March meet- 
ing were those: 

—Reemphasizing the need for adequate programs of 
health education and physical education in all schools. 

—Declaring that fitness covers all aspects of organic, 
psychological, and social growth—and is not “testable 
only by muscular strength, agility, or flexibility.” 

—Sounding approval of an American Academy of 
Pediatrics report which recognizes the value of prop- 
erly directed competitive sports for youth but con- 
demns high pressure elements in athletics and body- 
contact sports (such as boxing and tackle football) for 
immature children. 

—‘Strongly” urging that pupils at all grade levels 
be given Salk poliomyelitis vaccine, and that princi- 
pals, teachers, and other school employees work with 
the medical profession to “encourage broad community 
acceptance of this important preventive procedure.” 

—Urging widespread study and use of a newly re- 
written yearbook entitled “Fit to Teach.” It now is in 
the final stages of preparation. 

—Commending the National Congress of Parents 
and Teachers for their promotion of a new program 
which tends to bring children and their parents into 
continual and personal contact with medical and den- 
tal resources of the community. 


Committees at Local Level 


While physicians and educators in this national 
Joint Committee set the pace for better health in our 
schools, their actions alone do not form the driving 
force at classroom level. Some 400 school health com- 
mittees of county medical societies are at work day 
after day with teachers and principals across the land 
to lead the many health projects in communities. 

These activities range from medical examinations 
to health guidance in sports. A statewide conference 
on physicians and schools in Connecticut brings to- 
gether more than 200 doctors, public health officials, 
and educators. Local medical societies sponsor similar 
joint sessions in Wisconsin and California. And, in 
Montana, 11 cities take part in a “circuit” type of pro- 
gram featuring representatives of these professions as 
they cope with specific situations in each of the cities. 
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ORGANIZATION SECTION 


The A. M. A. Bureau of Health Education says, 


“There is evidence of increased interest and participa- 
tion by medical societies in joint activity toward pro- 
gram planning and policy making in school health, in 
cooperation with other professions concerned with the 
health problems of children of school age.” But there 
is more than immediate health problems involved in 
this interprofessional accord. Looming large is the 
broader concept of preventive health for years to come 
throughout the nation. What better place is there than 
a school to appraise the health of groups of children 
on a continuing basis? What better place could show, 
by example and precept, how better health can mean 
better students and, ultimately, better citizens? 


FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 


National Library of Medicine 


Representative Collier (R., Ill.), in H. R. 2413, has 
introduced a bill which would create a National Li- 
brary of Medicine to be located in Chicago. Books, 
collections, records, and equipment from the Armed 
Forces Medical Library would be turned over to the 
new library. The measure creating such a library, 
under the jurisdiction of the Public Health Service, 
became public law in August, 1956. Equipment, books, 
and collections from the Armed Forces Medical Li- 
brary were transferred to it. The site of the new 
library will be selected by the Board of Regents. This 
bill was referred to the House Administration Com- 
mittee. 


Federal Advisory Council of Health 
Representative Frelinghuysen (R., N. J.), in H. R. 


‘2435, would establish “in the Executive Office of the 


President, a Federal Advisory Council of Health . . . to 
be composed of four persons who are members of the 
medical profession . . . and three persons with dis- 
tinguished records in fields other than medicine, to 
be appointed by the President, and to hold office at 
his pleasure.” The function of the council would be: 

“First. Make a continuous evaluation of and recom- 
mendations as to policies and programs relating to 
Federal medical care and national health. 

“Second. Advise on measures to assure adequate 
health manpower and hospital facilities for the 
Nation’s health. 

“Third. Review the various proposals and programs 
relating to hospital construction involving Federal 
funds, including Federal grants. 

“Fourth. Advise with respect to the coordination of 
regional hospital services of all departments and 
agencies in the executive branch of the Government. 


From the Washington Office of the American Medical Associa- 
tion. 
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“Fifth. Advise with respect to more systematic 
cross-servicing between the various Federal medica] 
agencies. 

“Sixth. Advise upon measures for the adequate 


_ training and selection of the medical staffs of all Fed. 


eral services. 

“Seventh. Advise the executive departments and 
agencies on all Federal medical policies and programs, 

“Eighth. Advise the Selective Service System on the 
mobilization of medical personnel. 

“Ninth. Advise concerning systems of project grants 
for health-research programs of the Federal Goy- 
ernment. 

“Tenth. Report periodically to the President and to 
the executive departments and agencies involved, on 
the success or failure of Federal health programs and 
policies. 

“Eleventh. Report to the President and advise the 
Bureau of the Budget and the Congress with respect 
to such matters as they may request. 

“Twelfth. Assist the Secretary of Defense to de- 
velop recommendations for revision of the Selective 
Service Act, as amended, so as to effect maximum 
utilization of medical personnel. 

“Thirteenth. Advise the Administrator of the Vet- 
erans Administration with respect to recommenda- 
tions for closing certain hospitals belonging to such 
Administration. 

“Fourteenth. Review the manner in which the hos- 
pital facilities of the Veterans’ Administration are be- 
ing used and make recommendations for the disposal 
of more economic utilization of such facilities. 

“Fifteenth. Advise the President, or any committee 
established or designated by him, with respect to the 
policies, programs, and operations of the Food and 
Drug Administration and the Agricultural Research 
Service in the Department of Agriculture, with a view 
to eliminating those which are no longer necessary 
under present conditions and eliminating conflicts 
and overlapping of jurisdiction and functions between 
departments. 

“Sixteenth. Make recommendations to improve pre- 
ventive health services, including those rendered in 
connection with medical care of Federal beneficiaries, 
in the interests of both health conservation and long- 
range economy. 

“Seventeenth. Review and make recommendations 
to the President with respect to the health research 
programs of the Federal Government. 

“Eighteenth. Examine the means of establishing 
cooperative planning among the Federal agencies 
which provide psychiatric care. 

“Nineteenth. Service as consultant to the President's 
adviser on personnel with respect to making more 
uniform the personnel systems of the several Federal 
agencies using health personnel.” 

This measure was referred to the Committee on 
Interstate and Foreign Commerce. 
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Registration and Reporting of Welfare 
and Pension Plans 


A croup of bills similar to each other have been 
introduced requiring the registration and reporting of 
receipts, income, disbursements, assets, liabilities, and 
fnancial activities of health, welfare, and pension 
plans. The reports would be made public under regu- 
lations prescribed by the Secretary of Labor or the 
Federal Security and Exchange Commission. The 
bills are H. R. 2437 and H. R. 6014, by Representative 
Frelinghuysen (R., N. J.); H. R. 4653, by Representa- 
tive Green (D., Ore.); H. R. 5994, by McConnell (R., 
Pa.); H. R. 6513, by Representative Ruess (D., Wis.); 
§. 1121, by Senator Douglas (D., Ill.) for himself and 
Senators Murray (D., Mont.) and Ives (R., N. Y.); and 
§. 1145 by Senator Ives (R., N. Y.) for himself and 
Senators Allott (R., Colo.) and Smith (R., N. J.). The 
House measures were referred to the Committee on 
Education and Labor. The Senate bills were referred 
to the Committee on Labor and Public Welfare. 


Poliomyelitis Vaccine Assistance Act Amendment 


Representative Bennett (D., Fla.), in H. R. 2536, 
would authorize and direct the surgeon general to 
reallocate unused allotments of those states which do 
not utilize their share of the federal grants for Salk 
vaccine that expire June 30, 1957. He would also allow 
those eligible to include persons up to 40 years of age 
and pregnant women. This measure was referred to 
the Interstate and Foreign Commerce Committee. 


Salk Vaccine Control by HEW 


Representative Green (D., Ore.), in H. J. Res. 281, 
would authorize the Secretary of Health, Education, 
and Welfare to exercise control of the distribution, 
use, and selling price of poliomyelitis vaccine to Dec. 
31, 1957. This bill contains a statement that “the de- 
mand for poliomyelitis vaccine far exceeds the sup- 
ply.” Control within each state would be placed in 
the state health department. The vaccine purchased 
or contracted to be purchased by the National Foun- 
dation for Infantile Paralysis would not be subject to 
the provisions of this resolution as long as such supply 
was owned and distributed by the foundation. This 
bill was referred to the Committee on Interstate and 
Foreign Cummerce. 


Water Pollution Control 


Representative Rogers (D., Colo.) in H. R. 2834, 
and Senators Allott (R., Colo.) and Carroll (D., Colo.), 
in S. 1262, have introduced identical measures that 
would amend the Water Pollution Control Act to re- 
move the maximum dollar limitation on grants for 
construction of sewage treatment works. It would, 
however, retain the 30% federal share limitation. 
These measures were referred to the Committee on 
Public Works. 
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Sanitation Facilities and Services for Indians 


Representative Udall (D., Ariz.), in H. R. 2894, and 
Senator Chavez (D., N. Mex.), in S. 1498, have intro- 
duced measures identical to H. R. 246, by Representa- 
tive Judd (R., Minn.), previously reported, which 
would authorize the surgeon general of the Public 
Health Service, to conduct surveys, until June 30, 
1961, as to the need for sanitary facilities and meas- 
ures, and to develop projects for the construction of 
such facilities among the Indian population. The In- 
dian tribes would be encouraged to assume or share 
the responsibility for the construction and operation 
of the facilities. The measures state, “The Surgeon 
General shall consult with, and encourage the par- 
ticipation of, States and political sub-divisions thereof, 
and the government of the Territory of Alaska in 
carrying out the provisions of this Act.” These meas- 
ures were referred to the respective committees on In- 
terior and Insular Affairs. 


Repeal of Alaska Mental Health Enabling Act 


Representative O'Neill (D., Mass.), at the request 
of a constituent, has introduced H. R. 3075, a measure 
which would repeal the Alaska Mental Health En- 
abling Act (Public Law 830 of the 84th Congress). 
This measure has been referred to the Committee on 
Interior and Insular Affairs. 


Medicare for Certain Retired Military Personnel 


Representative Boggs (D., La.), in H. R. 3208, and 
Senator Kefauver (D., Tenn.), in $. 1259, have intro- 
duced identical measures that would amend the De- 
pendents’ Medical Care Act to entitle certain retired 
members of the uniformed services to the same bene- 
fits as dependents of the uniformed services. The re- 
tired member would have to be 65 years of age or 
have over 20 years or more of active duty. Under the 
present law, retired members of the armed forces may 
receive medical care in military facilities. Under the 
proposed bills, they could receive care in civilian fa- 
cilities also. These bills have been referred to the 
respective Armed Services committees. 


U. S. Armed Forces Medical Academy 


Senator Capehart (R., Ind.), in S. 596, has intro- 
duced a bill identical to H. R. 1055, by Representative 
Bennett (D., Fla.), that would establish an Armed 
Forces Medical Academy, similar to the Army, Navy, 
and Air Force military academies. These bills were 
referred to the Armed Services Committee. 


Child Health and Welfare Amendments of 1957 


Representative Bennett (D., Fla.), in H. R. 3359, 
would amend the child welfare provisions of the So- 
cial Security Act to authorize the earmarking of up 
to 12.5% the annual child health and welfare appro- 
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priations for special projects of regional or national 
significance. Such project grants could be made not 
only to state agencies administering state plans but 
also to public and nonprofit institutions of higher 
education or research with the cooperation of the 
state agency. At the present time grants are given to 
states only. This was referred to the Ways and Means 
Committee. 


National Multiple Sclerosis Institute 


Representative Hoeven (R., Iowa), in H. R. 3485, 
proposes to establish a National Multiple Sclerosis 
Institute in the United States Public Health Service. 
The institute would “provide for research and investi- 
gation with respect to the cause, prevention, and 
treatment of multiple sclerosis and related neurolog- 
ical diseases.” There is no definition of the relation- 
ship of the present National Institute of Neurological 
Diseases and Blindness to the proposed Multiple 
Sclerosis Institute. The National Institute of Neurolog- 
ical Diseases and Blindness at present performs all of 
the functions outlined in the proposed bill. The bill 
was referred to the Committee on Interstate and For- 
eign Commerce. 


Industrial Safety 


Senators Smith (R., N. J.), and Ives (R., N. Y.), in 
S. 815, and Representative Frelinghuysen (R., N. J.), 
in H. R. 6045, have introduced identical bills that 
propose “to provide for assistance to States in their 
efforts to promote, establish, and maintain safe 
workplaces and practices in industry, thereby re- 
ducing human suffering and financial loss and in- 
creasing production through safeguarding available 
manpower.” 

According to these bills the Secretary of Labor 
would administer allotments to states and the state 
labor agency would supervise the state safety plans. 
The federal funds would be apportioned on a formula 
based on (1) the number of waze earners; (2) special 
hazards; (3) financial needs of respective states; and 
(4) such other factors as the Secretary finds relevant. 
Payments to states for the first two years could not 
exceed 75% of the total expenditure; for the second 
two years, 66.6%; and, thereafter, not over 50% of the 
total expenditures under state plans. The coal indus- 
try is covered by another provision and would not be 
included in this program. There was no mention 
in the proposal of the state health agency or of 
physicians. The Senate measure was referred to 
the Labor and Public Welfare Committee and the 
House measure to the Committee on Education and 
Labor. 


National Compulsory Health Insurance 


Senator Murray (D., Mont.), in S. 844, and Repre- 
sentative Dingell (D., Mich.), in H. R. 3764, have 
introduced identical measures that propose to estab- 
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lish a national program of compulsory health insur- 
ance. It would be financed by a 3% tax on wages up 
to $6,000 annually plus up to 1% of wages from the 
U. S. Treasury. The participants would be furnished 
medical and dental care and home nursing services 
up to 60 days, except for nervous or mental diseases 
or tuberculosis. State agencies would make agree- 
ments with physicians, hospitals, and other providers 
of care to provide medical services, or the states could 
employ voluntary groups providing care or could 
utilize various health plans. Payment could be made 
to physicians on a fee-for-services, per capita, or salary 
basis, or a combination of any two of these three 
methods. In cases of hospitals, payment would be 
made on the basis of reasonable cost. Providers of 
care could terminate an agreement after reason- 
able notice, could carry on their private practice, 
and would also have the right’ to accept or refuse 
patients. 

Five-tenths per cent of the cost of the total health 
program would be authorized for grants to public and 
nonprofit institutions or schools for training health 
personnel that are needed. The Senate bill was re- 
ferred to the Committee on Labor and Public Welfare 
and the House measure to the Committee on Inter- 
state and Foreign Commerce. 


United States Nursing Academy 


Senator Ives (R., N. Y.), in S. J. Res. 30, proposes to 
establish a United States Academy of Nursing to 
furnish “an adequate and continuous flow of young 
women trained in the profession of nursing and quali- 
fied to meet the needs of the armed services.” The 
Secretary of Defense would select one “cadette” for 
each member of Congress from among nominees 
submitted by the member. The President would ap- 
point 30 “cadettes” annually. Graduates of the 
academy would be required to serve not less than 
three consecutive years in the armed forces. This 
proposal was referred to the Committee on Armed 
Services. 


Tax Credit for Educational Expenses 


Senator Humphrey (D., Minn.), in S. 868, and Repre- 
sentative Roosevelt (D., Calif.), in H. R. 4597, would 
provide that an individual shall be allowed, as credit 
against his income tax, 30% of the aggregate amount 
paid during the taxable year to institutions of higher 
education as tuition or fees either for himself or any 
individual. This allowance is against the income tax 
imposed and not against the net income upon which 
the income tax is based. The Senate bill was referred 
to the Committee on Finance and the House measure 
to the Committee on Ways and Means. 

Representatives Perkins (D., Ky.), in H. R. 5684, and 
Rhodes (D., Pa.), in H. R. 4594, have introduced essen- 
tially identical measures. Both measures were referred 
to the Committee on Ways and Means. 
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Representative Jackson (R., Calif.) has introduced 
a similar measure, H. R, 4396, with the exception that 
the tax credit “shall not exceed $450 on account of 
such cost of education paid by the taxpayer for the 
education of any one person, but the total credit al- 
lowed shall be the sum of the credits on account of 
the payments made by the taxpayer for the education 
of himself and for the education of other persons.” 
This bill was referred to the Committee on Ways 
and Means. 


Tax Deduction for Educational Expenses 


Representative Rodino (D., N. J.), in H. R. 4419, 
would allow a deduction from gross income 
in calculating income tax, for educational ex- 
penses incurred in the pursuit of education of 
a dependent at a college or university, includ- 
ing maintenance while pursuing such educa- 
tion. This exemption would not be limited to 
the standard $600 per year exemption. 

Representative Fino (R., N. Y.), in H. R. 5469, 
would allow a deduction from the gross in- 
come for tuition paid for dependents at any 
level of education, elementary, secondary, or 
college. 

Representative Jennings (D., Va.), in 
H. R. 5877, would allow the taxpayer an ad- 
ditional income tax exemption for a spouse or 
dependent who is a student. The exemption 
would be valid when the taxpayer pays over 
half of the educational expenses incurred by 
such spouse or dependent during the calendar 
year in which the taxable year of the taxpayer 
begins. These bills have been referred to the 
Ways and Means Committee. 


VIDEO LINKS FIVE MEDICAL 
MEETINGS 


Some 2,000 physicians attending their an- 
nual medical association meetings in five 
states last month were linked as participants 
in a closed-circuit telecast exploring “The 
Physician and Emotional Disturbance.” The 
hour-long postgraduate seminar on May 6 
connected meetings in Florida, Kansas, Louisi- 
ana, Oklahoma, and North Carolina to five authorities 
on mental health in a Chicago television studio. A 
moderator in each convention city was in two-way 
audio communication with panel members as they 
were viewed on separate 9-by-12 ft. television screens. 
Questions from the various meeting halls were heard 
in the studio and answered immediately. 

This “Videclinic” was presented by the Council on 
Mental Health of the American Medical Association 
and the five state societies, in cooperation with Smith, 
Kline & French Laboratories. The program centered 
upon what the physician in general practice can do for 
the many patients who come to him with mild emo- 
tional disturbances or psychosomatic conditions. Dis- 
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cussion was sparked by motion picture scenes of a 
patient describing his case to an inquiring family 
physician. 

Dr. Leo H. Bartemeier, Chairman of the A. M. A. 
Council, was moderator of the panel. Other panel 
members were Dr. C. Knight Aldrich, head of the 
University of Chicago, department of surgery; Dr. E. I. 
Baumgartner, Secretary of the A. M. A. Section on 
General Practice; Dr. C. H. Hardin Branch, head of the 
University of Utah psychiatry department; and Dr. 
Andrew S. Tomb, chairman of the American Academy 
of General Practice liaison committee with the Ameri- 
can Psychiatric Association. 


The Chicago “Videclinic” in action for five state medical association meet- 
ings last month (states shown on wall map). Moderator Dr. Bartemeier is at 
left. Other panelists are Drs. Aldrich, Branch, Baumgartner, and Tomb. 
Silhouetted at left is announcer. 


TRIP TO OIL REFINERY DISPENSARY 


The medical department, Esso Standard Oil Com- 
pany, will sponsor a field trip to the company’s Bayway 
Refinery on one afternoon of the A. M. A. meeting in 
New York. In addition to a plant dispensary visit, a 
brief tour of refinery operations will be offered, empha- 
sizing various aspects of environmental hygiene. The 
number of visitors will be limited, and requests will 
be honored on a first-come, first-served basis. Physi- 
cians who are interested are urged to communicate in 
advance with Leo Wade, Medical Director, Esso 
Standard Oil Company, 15 W. 51 St., New York 19. 
Transportation will be provided. 
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MEDICINE AND THE LAW 


BLOOD TESTS FOR INTOXICATION UPHELD BY 
UNITED STATES SUPREME COURT 


While driving a pickup truck on the highways of 
New Mexico, Paul H. Breithaupt, the petitioner, was 
involved in a collision with a passenger car. Three 
occupants of the car were killed, and he was seriously 
injured. A pint whiskey bottle, almost empty, was 
found in the glove compartment of the pickup truck. 
Breithaupt was taken to a hospital, and, while he was 
unconscious in the emergency room, the smell of liquor 
was detected on his breath. A state patrolman re- 
quested that a sample of Breithaupt’s blood be taken. 
While he was still unconscious, an attending physician 
withdrew a sample of about 20 cc. of blood with a 
hypodermic needle. This sample was delivered to the 
patrolman, and subsequent laboratory analysis showed 
this blood to contain about 0.17% alcohol. 

Breithaupt was thereafter charged with involuntary 
manslaughter. Testimony regarding the blood test and 
its result was admitted into evidence at trial over 
Briethaupt’s objection. This included testimony of an 
expert that a person with 0.17% alcohol in his blood 
was under the influence of intoxicating liquor. Breit- 
haupt was convicted and sentenced for involuntary 
manslaughter. He did not appeal the conviction. Sub- 
sequently, however, he sought release from his im- 
prisonment by a petition for a writ of habeas corpus to 
the Supreme Court of New Mexico. That court denied 
the writ, and Breithaupt appealed to the United States 
Supreme Court. He contended that his conviction, 
based on the result of the involuntary blood test, de- 
prived him of his liberty without that due process of 
law guaranteed him by the 14th amendment to the 
United States Constitution. It was argued on behalf of 
Breithaupt that the result of the blood test constituted 
an unreasonable search and seizure and that the intro- 
duction of the test result compelled him to be a wit- 
ness against himself. 

Breithaupt urged that the conduct of the state offi- 
cers offends that “sense of justice” of which the Court 
spoke in Rochin v. California (342 U. S. 165 [1952]). 
In that case state officers broke into the home of the 
accused and observed him place something in his 
mouth. The officers forced open his mouth after con- 
siderable struggle in an unsuccessful attempt to re- 
trieve whatever was put there. A stomach pump was 
later forcibly used and among the matter extracted 
from his stomach were found narcotic pills. The Su- 
preme Court there held that “this course of proceeding 
by agents of government to obtain evidence is bound to 
offend even hardened sensibilities.” The conviction in 
the Rochin case was set aside because such conduct 
“shocked the conscience” and was so “brutal” and 


“offensive” that it did not comport with traditional] 
ideas of fair play and decency and therefore was offen. 
sive to due process. 

However, in a 6-to-3 decision ' the majority of the 
Supreme Court held that there was nothing compa. 
rable here to the facts in the Rochin case. The Court 
was of the opinion that basically the distinction rests 
on the fact that there is nothing “brutal” or “offensive” 
in the taking of a sample of blood when done, as in 
this case, under the protective eye of a physician. The 
Court said that, although Breithaupt was unconscious 
when his blood was taken, the absence of conscious 
consent, without more, does not necessarily render 
the taking a violation of constitutional right. Justice 
Tom Clark, who stated the opinion of the majority, 
went on to say: 


It might be a fair assumption that a driver on the highways, 
in obedience to a policy of the State, would consent to have 
a blood test made as a part of a sensible and civilized system 
protecting himself as well as other citizens not only from the 
hazards of the road due to drunken driving, but also from 
some use of dubious lay testimony. In fact, the State of 
Kansas has by statute declared that any person who operates 
a motor vehicle on the public highways of that State shall 
be deemed to have given his consent to submit to a chemical 
test of his breath, blood, urine, or saliva for the purpose of 
determining the alcoholic content of his blood. If, after arrest 
for operation of a motor vehicle while under the influence 
of intoxicating liquor, the arresting officer has reasonable 
grounds for the arrest, and the driver refuses to submit to 
the test, the arresting officer must report this fact to the proper 
official who shall suspend the operator’s permit. 


The Court concluded, in affirming the decision of 
the Supreme Court of New Mexico, that a blood test 
taken by a skilled technician is not such “conduct that 
shocks the conscience” or such a method of obtaining 
evidence that it offends a “sense of justice.” 


As against the right of an individual that his person be 
held inviolable, even against so slight an intrusion as is in- 
volved in applying a blood test of the kind to which millions 
of Americans submit as a matter of course nearly every day, 
must be set the interest of society in the scientific determina- 
tion of intoxication, one of the great causes of the mortal 
hazards of the road. And the more so since the test likewise 
may establish innocence, thus affording protection against the 
treachery of judgment based on one or more of the senses. 


In his dissenting opinion, Chief Justice Warren ob- 
served: 


Since there clearly was no consent to the blood test, it is 
the nature of the invasion of the body that should be deter- 
minative of the due process question here presented. ... We 
should, in my opinion, hold that due process means at least 
that law-enforcement officers in their efforts to obtain evidence 
from persons suspected of crime must stop short of bruising 
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the body, breaking skin, puncturing tissue or extracting body 
fuids, whether they contemplate doing it by force or by 
stealth. 

In a separate dissenting opinion, Justice Douglas 
took this position, in which he was joined by Justice 
Black: 

As | understand today’s decision there would be a violation 
of due process if the blood had been withdrawn from the 
accused after a struggle with the police. But the sanctity of 


the person is equally violated and his body assaulted where 
the prisoner is incapable of offering resistance as it would be 
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if force were used to overcome his resistance. In both cases 
evidence is used to convict a man which has been obtained 
from him on an involuntary basis....And if the decencies of 
a civilized state are the test, it is repulsive to me for the 
police to insert needles into an unconscious person in order to 
get the evidence necessary to convict him, whether they find 
the person unconscious, give him a pill which puts him to 
sleep, or use force to subdue him. 


References 
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POSTGRADUATE COURSES 


The following postgraduate courses, not previously 
listed in THE JouRNAL, have been reported to the 
Council: 

A five-day lecture program on pediatrics will be pre- 
sented June 11 to 14 at the University of California 
School of Medicine, San Francisco. Topics will include 
endocrinological and growth problems, steroid therapy, 
obesity, newer etiological agents of childhood infec- 
tious disease, status of poliomyelitis vaccine, purpura, 
congenital heart disease, and pediatric dermatology. 
The fee is $60. Information may be obtained from Dr. 
Seymour M. Farber, University of California Medical 
Extension, Third and Parnassus avenues, San Fran- 
cisco 22. 

On June 21 and 22, the University of California Ex- 
tension and the University of California School of Med- 
icine at Los Angeles will present a course on hospital 
disaster plans at the University of California Medical 
Center, Los Angeles. The course is sponsored by Medi- 
cal Education for National Defense (MEND); hence 
there will be no fee. Topics of the course include the 
role of the individual hospital in statewide disaster 
planning, hospital disaster plans, public health prob- 
lems in episodes of natural disaster, and resuscitation 
of large numbers of seriously injured people. Guest 
faculty will include medical officers from military med- 
ical centers. Physicians, hospital personnel, and others 
interested in attending the two-day conference should 
obtain registration blanks from Dr. Thomas H. Stern- 
berg, Assistant Dean for Postgraduate Medical Edu- 
cation, University of California Medical Center, Los 
Angeles 24. 

The University of Mississippi School of Medicine 
and the Mississippi Academy of General Practice are 
co-sponsoring a one-day symposium on diarrhea, June 
13, at the University Medical Center in Jackson. There 
is no registration fee for this lecture and open-question- 
period course. The faculty will include guest instruc- 
tors from other medical centers. 


A l-day 6-hour course, Clinical Cardiology, for 
physicians in general practice and part-time specialty 
practice will be offered June 3, by the University of 
Washington School of Medicine, Seattle, for a fee of 
$20. Educational methods used will include patient 
demonstration, seminar, panel discussion, lecture, and 
open question periods. There is no limit placed upon 
the number of enrollments. 

Also at the University of Washington School of 
Medicine, there will be a 3-day 15-hour course, the 
Chemotherapy of Malignancy, beginning Aug. 8, 1957, 
for a fee of $25. This entirely lecture course is de- 
signed both for physicians in general practice and for 
those in full-time specialty practice. 

A six-month postgraduate course, Physical Medicine 
and Rehabilitation, will begin July 1, 1957, at the 
Highland View Cuyahoga County Hospital, Cleve- 
land, in cooperation with Western Reserve University. 
This course is designed for specialists in physical 
medicine as well as for those physicians now in resi- 
dency training in this field. It will consist of three sec- 
tions. Section 1, continuing for six weeks, will include 
42 hours of lecture, 24 hours of conference, and 114 
hours in wards and clinics. Each student’s program 
will be planned individually so that he may concen- 
trate his nondidactic training hours on those subjects 
most closely relating rehabilitation to his own private 
practice or study. Section 2, lasting, 12 weeks, will 
include 64 hours of lecture, 72 hours of conferences, 
162 hours in wards and clinics, and 54 hours in affiliat- 
ed facilities. Section 3, lasting 8 weeks, will include 
32 hours of lecture, 40 hours of conferences, and 168 
hours in wards and clinics. Inquiries should be ad- 
dressed to Dr. Charles Long II, Department of 
Physical Medicine and Rehabilitation, Highland View 
Cuyahoga County Hospital, Harvard Rd., Cleve- 
land 22. 
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MEDICAL NEWS 


CALIFORNIA 


Technicians Symposium.—University of California Ex- 
tension will hold its sixth annual medical technicians 
symposium June 22-23 in the Life Science Building 
Auditorium at University of California, Los Angeles. 
Subjects to be covered will be “Techniques and Theo- 
ry of Urine Examinations,” by Dr. Ralph Goldman, 
Veterans Administration Hospital, Sepulveda; “En- 
teric Bacteriology,” by Dr. Charles M. Carpenter, Los 
Angeles, and “Advances in Blood Clotting Mechanism 
Techniques” by Dr. Samuel I. Rapaport, Veterans 
Administration Hospital, Long Beach. Fee for the 
conference will be $20. Information is available at 
offices of University of California Extension (Medical), 
Los Angeles 24. 


Personal.—Dr. Jerome W. Shilling, was made presi- 
dent of the Industrial Medical Association at the 
annual meeting in St. Louis. He has been in charge 
of the medical department for the Pacific Telephone 
and Telegraph Company since 1931.-—The Associa- 
tion of State and Territorial Health Officers has con- 
ferred the Arthur T. McCormack award on Dr. Wil- 
ton L. Halverson, Los Angeles (Glendale), former 
California State Director of Public Health, and pro- 
fessor emeritus, University of California, in recogni- 
tion of his “distinguished service in the fields of local, 
state and international health.” Dr. Halverson is a 
past-president of the Association of State and Terri- 
torial Health Officers. 


DISTRICT OF COLUMBIA 


Freedmen’s Hospital Alumni Meeting.—The 35th an- 
nual meeting of the Association of Former Internes 
and Residents of Freedmen’s Hospital will be held at 
the hospital June 4-6. The scientific meetings and 
exhibits will be in the auditorium of the Biology 
Building of Howard University. The program com- 
mittee consists of Drs. Clarence S. Greene, chairman, 
Mitchell W. Spellman, Walter L. Henry Jr., Cole- 
ridge M. Gill, and Albert R. Hughes. More than 1,000 
physicians have received their hospital training at 
Freedmen’s Hospital during the past 63 years. 


Establish New Hospital Departments.—Dr. John M. 
Orem, president, board of trustees, Sibley Memorial 
Hospital, announced the establishment of two new 
departments for the proposed new Sibley Hospital. 
The units, not originally included in building plans, 
are a department of ophthalmology under Dr. Wil- 
liam M. Hart, clinical associate professor of ophthal- 
mology, Georgetown University School of Medicine, 
and a department of psychiatry under Dr. Zigmond M. 
Lebensohn, associate professor of psychiatry, George- 


Physicians are invited to send to this department items of news 
ot general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


town University School of Medicine. Sibley Memorial 
Hospital, which will be a 350-bed hospital and has 
become an integral part of the American University. 
will have the seventh floor of its new building given 
to the two projected units. The arrangements will make 
possible a training program for eye surgeons. The 
psychiatry unit will have 28 beds. 


ILLINOIS 


Telecasts on Health and the Weather.—A new tele- 
vision program, “How to Live with the Weather,” was 
recently begun at the University of Illinois, Urbana, 
on the university television station WILL-TV. Dr. 
Frederick Sargent II, associate professor, department 
of physiology, gives the weather forecast twice a week 
and then discusses the relation of the coming weather 
to human health and behavior. His comments are 
drawn in part from folklore selected to fit the forecast 
and he provides the basis of each proverb given. When 
the weather is not going to change appreciably, Dr. 
Sargent deals with general topics such as clothing, 
ventilation, air-conditioning, history, physiology of 
heat regulation, spring fever, and the like. 


Chicago 

Michael Reese Alumni Meet.—The annual reunion of 
the Michael Reese Hospital Alumni Association will be 
held May 31. The program will include morning clinics 
and lunch at Michael Reese Hospital and a banquet at 
the Furniture Club in the evening (cocktail party at 
6:30 p. m.). For information write Michael Reese Hos- 
pital Alumni Association, 29th Street and Ellis Ave- 
nue, Chicago 16. 


Hospital News.—Mercy Hospital announced receipt of 
$84,950 from the Ford Foundation recently, represent- 
ing the final payment in the foundation’s nationwide 
hospital grants program. In June, 1956, Mercy Hospital 
received a similar grant of $84,950, constituting the 
first half of the total grant given the hospital by the 
foundation. Under the 200 million dollar hospital pro- 
gram announced on Dec. 12, 1955, Mercy Hospital be- 
came one of many Illinois hospitals to share in the 
grant. 


MASSACHUSETTS 

Dr. Shattuck Honored._The Government of Cuba 
has presented to Dr. George C. Shattuck, Boston, the 
National Order of Merit Carlos J. Finlay in the grade 
of Commander. The Cuban National Order of Merit 
Carlos J. Finlay was established by Presidential De- 
cree in 1928, to honor the memory of the Cuban 
scientist, Carlos J. Finlay. The order is given to per- 
sons of any nation who have rendered outstanding 
service to the cause of sanitation and public welfare 
of the Republic of Cuba. Each year on Dec. 3, the 
birthdate of Dr. Finlay, awards are made in a cere- 
mony held in the Academy of Sciences in Havana. 
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MICHIGAN 

Societ’ News.—At the recent annual meeting of the 
Detroit Dermatological Society, the following officers 
were elected: president, Dr. Coleman Mopper; presi- 
dent-elect, Dr. George B. Sexton; secretary-treasurer, 
Dr. Alice E. Palmer; recorder, Robert E. Burns. All 
are residents of Detroit, except Dr. Sexton, who is a 
resident of London, Ontario. Canada. 


Annual Clinic Day.—The eighth annual Clinic Day, 
sponsored by Bon Secours Hospital, Grosse Pointe, 
will be held June 12. Papers will be presented by 
local staff members. The occasion is in honor of Dr. 
Elisha J. Tamblyn, director of medical education, for 
his continuing service to the hospital. Members of the 
medical profession are invited. 


Dr. Conn Honored.—Dr. Jerome W. Conn, professor 
of internal medicine, University of Michigan Medical 
School, Ann Arbor and chief of the endocrinology 
and metabolism unit at University Hospital, has been 
awarded the Claude Bernard medal from the Uni- 
versity of Montreal’s Institute of Experimental Medi- 
cine and Surgery. He received the award while serv- 
ing as the annual Claude Bernard visiting professor 
at the University of Montreal. The honor is in recog- 
nition of work which led to the description two years 
ago of primary hyperaldosteronism. 


NEW YORK 


Military Surgeons Meet.—The New York Chapter of 
the Association of the Military Surgeons of the United 
States will hold its annual spring meeting at Gov- 
ernors Island June 6 at 6:00 p. m. The principal 
speaker will be General Dan C. Ogle, Surgeon Gen- 
eral of the United States Air Force, who will speak 
on “Human Aspects of Flight into Space.” The meet- 
ing will include a cocktail party and dinner to which 
guests may be invited. For information write Capt. 
Samuel Candel, MC, USNR, Secretary, New York 
Chapter Association of Military Surgeons of the 
United States, 189 Ocean Avenue, Brooklyn, N. Y. 


Scholarships for Professional Study.—_Each year the 
State of New York awards 100 scholarships to prepro- 
fessional students for study in medicine and dentistry. 
The examination for the next series of awards will be 
held on June 10. Students planning to enter medical 
or dental school in September, 1957, or in September, 
1958, will have no other opportunity to take the exam- 
ination. The next examination will be held in October, 
1958. The 100 scholarships are distributed on the basis 
of 36 medical and 14 dental scholarships to candidates 
residing in the counties of New York City, and an 
equal number to candidates residing in the other coun- 
ties of the state. Each scholarship is in effect for four 
years while the holder is attending an approved medi- 
cal or dental school in New York State. Information 
may be obtained from the Bureau of Examinations and 
Testing, State Education Department, Albany, N. Y. 


NORTH CAROLINA 


University News.—The United States Public Health 
Service has made a two-year grant of $19,768 to Dr. 
Walter R. Benson of the University of North Carolina 
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School of Medicine. The funds will be used for re- 
search of the effects of disturbance of amino acid 
metabolism on protein formation growth and tumor 
formation in animals. 


Farm Fatalities Highest in State.—Farming ranks as 
North Carolina’s most hazardous occupation, it was 
revealed in figures released by the Accident Preven- 
tions Section of the North Carolina State Board of 
Health. There were 104 residents of the State who 
died in farm mishaps during 1956. During the same 
period about 130 persons died in all other types of 
occupational accidents combined. The accident re- 
port showed a total of 35 drownings on farms. Acci- 
dents involving machinery took the lives of 28 
residents; firearms, 11; and being struck by falling 
objects, 9 residents. 


OHIO 

Personal.—Dr. Hans W. Lawrence, medical director, 
Procter and Gamble Company, Cincinnati, was chosen 
president-elect of the Industrial Medical Association 
at its annual meeting in St. Louis recently. 


Taylor Memorial Scholarship.—The Cleveland Health 
Museum has awarded the 1956 Lester Taylor Me- 
morial Scholarship ($500) to Mr. George Hanosh, De- 
troit. The scholarship is given each year by the wom- 
en’s committee of the museum to a graduate student 
interested in health education. The winner spends 
three months at the museum, working with the staff on 
an original project. Working with school officials and 
the museum staff, Mr. Hanosh will plan the incorpora- 
tion of small health museums within school buildings. 
He will then design materials, such as charts, posters, 
and simple exhibits, for use in this type of museum. 
These will serve as a preview to exhibits and lessons 
given at the museum and will bring health education 
to children who are not able to visit the museum itself. 


OREGON 


Dr. Saslow Goes to Portland.—Dr. George Saslow, 
clinical professor of phychiatry, Harvard Medical 
School, Boston, has been named to head the depart- 
ment of psychiatry, University of Oregon Medical 
School, Portland, effective June 1. He succeeds Dr. 
Henry H. Dixon, Portland, who will continue on the 
staff as clinical professor of psychiatry. Dr. Saslow 
presently is a consultant to the Surgeon General, U. S. 
Army and is on the steering committee, Office of Naval 
Research Study Section of the U. S. Public Health 
Service. He was psychiatric consultant to the Los 
Alamos Medical Center from 1950 to 1955 and was 
director of the division of psychosomatic medicine, 
Washington University School of Medicine, St. Louis. 


PENNSYLVANIA 

Personal.—Dr. Richard Schatski, Brookline, Mass., 
gave the recent third annual Reilly Memorial Lecture 
at the annual meeting of the Pennsylvania Radiological 
Society held in Williamsport. 


Cardiovascular Grant.—The John A. Hartford Foun- 
dation, Inc., has awarded a grant of $343,800 to the 
Hospital of the University of Pennsylvania School of 
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Medicine for research in anesthesia methods, cardiac 
lesions, and lesions of the blood vessels. The studies 
will be conducted under the direction of Dr. Isidor S. 
Ravdin, chairman of the surgery department; Dr. 
Francis C. Wood, chairman, department of internal 
medicine; and Robert D. Dripps, chairman, depart- 
ment of anesthesiology. 


WISCONSIN 


Theobald Smith Prize.—Paul F. Clark, Ph.D., emeritus 
professor of medical microbiology, University of Wis- 
consin Medical School, Madison, has established the 
Theobald Smith prize of $100 to be awarded annually 


to the graduating medical student who submits the ~ 


best experimental thesis. Dr. Clark has donated a total 
of $1,000 to make the prize possible for 10 years. The 
winning student will be selected by a faculty com- 
mittee. Theobald Smith, who died in 1934, was a noted 
pathologist at Harvard and Princeton universities. He 
discovered that Texas cattle fever, which was ruining 
the American cattle industry in the late 19th century, 
was caused by a parasite passed from one animal to 
another by ticks. 


Foreign Scholars Attend Education Conference.—Fifty 
foreign scholars will attend a conference on medical 
education to be held at the University of Wisconsin 
Medical School, Milwaukee, June 24-26. University 
Medical School faculty and about 20 guest speakers 
from medical schools throughout the country will 
discuss the philosophy and practice of American med- 
ical education and lead sessions to answer questions. 
Six national agencies are sponsoring the conference: 
the China Medical Board, the Rockefeller Foundation, 
the Kellogg Foundation, the Fulbright Committee, the 
Association of American Medical Colleges, and the 
U. S. Department of Health, Education, and Welfare. 
The two-day conference will be divided into lecture, 
discussion, and recreation periods. Topics by out-of- 
state speakers include: “The Philosophy of United 
States Higher Education,” by Henning Larsen, Ph.D., 
vice-president, University of Illinois; “The Education 
of a Physician in the United States,” by Dr. Edward 
L. Turner, secretary, Council on Medical Education 
and Hospitals, American Medical Association; “Evalua- 
tion of the Applicant for Medical Education,” by Dr. 
Robert J. Glaser, dean, University of Colorado Med- 
ical School; and “Recent Trends in Medical Educa- 
tion,” by Dr. T. Hale Ham, coordinator of Western 
Reserve University Medical School, Cleveland. 


GENERAL 


Tuberculosis Physicians Meeting in New York.—The 
annual meeting of the American Academy of Tubercu- 
losis Physicians will be held June 1 at the Henry 
Hudson Hotel, New York City. Guest speaker at the 
luncheon will be Dr. Ezra V. Bridge, superintendent, 
Mineral Springs Sanatorium, Cannon Falls, Minn., 
whose topic will be “Chemotherapy for Patients Fol- 
lowing Hospitalization for Tuberculosis in the United 
States: Results of a Survey of 424 Tuberculosis Hos- 
pitals.” The presidential address will be given by Dr. 
Rupert C. L. Markoe, Detroit. A total of 14 papers 
will be presented and a business meeting will follow 
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the program. Information may be obtained fron, Dr 
Oscar S. Levin, Secretary, American Academy of Tp. 
berculosis Physicians, P. O. Box 7011, Denver 6, Colo. 


Meeting on Air Pollution in St. Louis.—The Air Polly. 
tion Control Association's golden jubilee meeting wil] 
be held in St. Louis June 2-6. Benjamin Linsky, presj- 
dent of the association, will present the keynote ad- 
dress, “Air Pollution Control—the Past 50 Years and 
the Future.” James H. Carter, smoke commissioner 
of St. Louis, is chairman of general arrangements, 
Special ‘sessions will be held in the mornings and 
afternoons, and a general session will be held the 
afternoon of June 3. A conference for control officials 
is scheduled for June 6. For information write Harry 
C. Ballman, Executive Secretary, Air Pollutions Con- 
trol Association, 4400 Fifth Ave., Pittsburgh 13. 


Examination of Orthoptic Technicians.—The annual 
examination of orthoptic technicians by the American 
Orthoptic Council will be conducted in August and 
October. The written examination will be nonassem- 
bled and will take place Aug. 22 in certain assigned 
cities under the proctorship of designated ophthal- 
mologists. The oral and practical examinations will be 
held Oct. 12 in Chicago, just preceding the meeting of 
the American Academy of Ophthalmology and Oto- 
laryngology. Application for examination will be re- 
ceived by the office of the chairman of examinations, 
Dr. Frank D. Costenbader, 1605 22nd St. N.W., Wash- 
ington 8, D. C., and must be accompanied by the 
examination fee of $30. Applications will not be ac- 
cepted after July 1. 


Schizophrenia Research Grants.—Grants totalling $99,- 
400 for 25 research projects on schizophrenia were 
announced recently by F. Barry Ryan Jr., president 
of the National Association for Mental Health. An 
additional $1,000 has been earmarked as. stipends 
for medical students to spend this summer in phy- 
chiatric research. These grants were made from a 
special fund of $110,000 provided by the Supreme 
Council, 33rd Degree, Scottish Rite Freemasonry. Of 
this amount, $100,000 has been contributed by the 
organization’s Northern Masonic Jurisdiction and $10,- 
000 by its Southern Masonic Jurisdiction. The research 
program is being directed through the National Asso- 
ciation for Mental Health. A total of more than $1,210,- 
000 has already been contributed by the Scottish Rite 
for research in the causes and treatment of schizo- 
phrenia. 


Announce Behavioral Research Grant.—A pilot train- 
ing and research program, stressing the interrelation 
of many branches of the biological and physical 
sciences as the key to a better understanding of the 
nervous system and human behavior, has been initiated 
at the Albert Einstein College of Medicine of Yeshiva 
University, New York City, as a result of a $1,700,000 
grant made by the National Institute of Mental Health, 
U. S. Public Health Service. Announcement of the 
grant, which covers a six-year period, was made by 
Samuel Belkin, Ph.D., president of Yeshiva University. 
Provision is made for awarding 36 fellowships on both 
predoctorial and postdoctorial levels. The program 
will mark a new emphasis in both medical education 
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and research by cutting across departmental lines and 
romoting an interwoven pattern of scientific research 
and thinking. 


Medical Cruise to Scandinavia—Duke University 
School of Medicine, Durham, N. C., will conduct a 
postgraduate seminar cruise to Scandinavia, Aug. 20- 
Sept. 9. sailing aboard the Swedish luxury liner M. S. 
Stockholm, from New York. The medical program will 
constitute 30 hours of acceptable category I post- 
graduate requirements of the American Academy of 
General Practice. The faculty will include Drs. Wil- 
liam M. Nicholson, associate professor of medicine; 
Dery! Hart, professor of surgery; W. Banks Anderson, 
professor of surgery (ophthalmology); John E. Dees, 
professor of urology; Susan Coons Dees, associate pro- 
fessor of pediatrics; and Julian M. Ruffin, professor of 
medicine. Stops will be made in Dublin, Edinburgh, 
Bergen, and Copenhagen. Medical seminar meetings 
will be held aboard ship and in Edinburgh, Oslo, and 
Copenhagen. For information write Dr. William M. 
Nicholson, Director, Postgraduate Education, Duke 
University School of Medicine, Durham, N. C. 


Angiologists Meet in New York.—The North American 
Chapter of the International Society of Angiology 
will hold its fifth scientific meeting June 1 at the 
Biltmore Hotel, New York City. A symposium, “Pres- 
ent Status of Surgical Management of Cardiac Valvu- 
lar Insufficiencies,” is scheduled, with the following 
participants presenting various aspects: Dr. Jesse E. 
Edwards, Rochester, Minn., the patho-physiologic 
aspects, Dr. Samuel G. Blount Jr., Denver, the medical 
aspects, Dr. Dwight E. Harken, Boston, the surgical 
management of mirtal insufficiency, and Dr. Charles 
A. Hufnagel, Washington, D. C., the surgical manage- 
ment of aortic insufficiency. The presidential address, 
“Patent Ductus Arteriosus with Pulmonary Hyper- 
tension,” will be presented by Dr. Harris B. Shu- 
macker Jr., Indianapolis. Invited speakers and their 
topics include Drs. Milton F. Bryant and John M. 
Howard, Atlanta, “Experimental Evaluation of Grafts 
Used to Replace Short Segments of Veins,” and Drs. 
Theodore I. Jones and W. Andrew Dale, Rochester, 
N. Y., “Study of Peripheral Autogenous Vein Grafts.” 
For information write Dr. Henry Haimovici, Secre- 
tary, International Society of Angiology, North Ameri- 
can Chapter, 105 E. 90th St., New York 28. 


Plastic Surgery Scholarships.—The Foundation of the 
American Society of Plastic and Reconstructive Sur- 
gery, recently announced its 1957 scholarship contest. 
Three groups of candidates are to be considered: (1) 
Junior classification—restricted to residents in training, 
and plastic surgeons who have been in practice no 
longer than five years; two awards, a six-month and 
a three-month scholarship, are offered; character 
references by two leading plastic surgeons must 
accompany the manuscript. (2) Senior classification— 
contestants must be in active practice of plastic and 
reconstructive surgery for more than five years. (3) 
Original contributions in plastic surgery field sub- 
mitted by non-plastic surgeons—a silver plaque or 
certificate of honorable mention is offered for a win- 
ning essay in classifications two and three. Manu- 
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scripts should be sent by registered mail to the 
award committee before June 1. The subject matter 
of the essay raust be the result of some original re- 
search in plastic and reconstructive surgery and about 
5,000 words in length and unpublished. All essays 
shall be submitted in quadruplicate. An additional 
envelope shall include the contestant’s name, address 
and affiliation, with details of professional training and 
percentage of practice in plastic surgery. Send manu- 
scripts to Dr. Richard B. Stark, 20 E. 68th St., New 
York 21, N. Y. For information write the Foundation 
of the American Society of Plastic and Reconstructive 
Surgery, Inc., c/o Dr. Clarence R. Straatsma, Presi- 
dent, 5 E. 83rd St., New York 28, N. Y. 


Establish Registry of Pediatric Pathology.—The chair- 
man of the committee on pediatric pathology of the 
American Academy of Pediatrics has announced that 
under the auspices of the American Academy of Pedi- 
atrics, a special registry, devoted to pediatric patholo- 
gy, is to be established as a component of the American 
Registry of Pathology of the Armed Forces Institute of 
Pathology. The advantages of a registry of pediatric 
pathology accrue from the special character of patholo- 
gy as seen in children. The registry of pediatric pathol- 
ogy will limit its material only with respect to the age 
group involved. Adequate cataloguing, maintenance 
of records and availability of material are primary 
objectives in the procedure. A consultation service 
will be provided for all pathologists, similar to that 
offered by the other component registries. Leading 
authorities in pediatric pathology in this country and 
abroad will thus be on call for questions in their 
special fields of interest. The material will also be made 
available for teaching purposes and it is hoped that in 
the future, the registry may provide a position for 
training in pediatric pathology. The support of all 
pathologists and pediatricians, is said to be needed 
to insure the success of this new division. Inquiries 
concerning it should be addressed to the Registry of 
Pathology at the Armed Forces Institute of Pathology, 
at Walter Reed Medical Center, 6825 16th St., N. W., 
Washington 25, D. C. All interested physicians are in- 
vited to visit the registry. The committee on pediatric 
pathology of the American Academy of Pediatrics 
consists of Drs. Sidney Farber, professor of Pathology, 
Harvard Medical School, Boston, chairman; Edith L. 
Potter, associate professor of obstetrics and gynecol- 
ogy, University of Chicago, th< School of Medicine, 
Chicago; Irving J. Wolman, associate professor of pedi- 
atrics, University of Pennsylvania School of Medicine, 
Philadelphia; William B. Kiesewetter, associate pro- 
fessor of surgery, University of Pittsburgh School of 
Medicine, Pittsburgh; George H. Fetterman, associate 
professor of pathology, University of Pittsburgh School 
of Medicine, Pittsburgh; Robert S. Cleland, Los Ange- 
les; Major Danield Stowens, MC, of the Armed Forces 
Institute of Pathology, is secretary of the committee. 


CORRECTION 
Management of Intracranial Bleeding.—Concerning 
his article in THe Journat, March 30, 1957, Dr. 
Maurice L. Silver writes that the sentence beginning 
with the word “Emergency,” nine lines from the end 
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of the small print under “Case 3,” page 1099, should 
read as follows: “Emergency intubation and surgical 
exploration were without avail, and the patient died. 
Emergency exploratory examination revealed the rup- 
tured vascular malformation, with evidence of a large 
clotted hematoma and additional fresh bleeding ex- 
tending through the brain to the brain stem.” 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS ' 

ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 

ARKANSAS:* Examination. Little Rock, June 13-14, Sec., Dr. Joe 
Verser, Harrisburg. 

Cauirornia: Written Examination. San Francisco, June 17-20; 
Los Angeles, Aug. 19-22; Sacramento, Oct. 21-24. Oral Ex- 
amination. San Francisco, June 15; Los Angeles, August 17; 
San Francisco, Nov. 16. Oral and Clinical for Foreign Gradu- 
ates. San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17. Sec., Dr. Louis E, Jones, 1020 N St., 
Sacramento 14. 

Co.torapo:* Examination. Denver, June 11-12. Final date for 
filing application is May 13. Exec. Sec., Miss Beulah H. 
Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut:* Homeopathic. Examination. Derby, June 11. 
Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. Regular. 
Examination. Hartford, July 9-11. Sec., Dr. Creighton Barker, 
160 St. Ronan St., New Haven. 

DevawareE: Examination. Dover, July 9-11. Endorsement. Dover, 
July 18. Sec., Dr. Joseph S. McDaniel, 225 S. State St., Dover. 

FLorma:* Examination. Miami, June 23-25. Sec., Dr. Homer L. 
Pearson, 901 N. W. 17th St., Miami. 

Georcia: Examination and Reciprocity. August and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

IpaHo: Examination and Reciprocity. Boise, July 8-10. Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

ILuinot1s: Examination and Reciprocity. Chicago, June 17-21. 
Supt. of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Spring- 
field. 

INDIANA: Examination. Indianapolis, June 19-21. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas: Examination and Endorsement. Kansas City, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Kentucky: Examination. Louisville, June 10-12. Sec., Dr. Rus- 
sell E. Teague, 620 S. 6th St., Louisville. 

Lourstana: Examination and Reciprocity. New Orleans, June 
6-8. Sec., Dr. Edward H. Lawson, 930 Hibernia Bank Bldg., 
New Orleans 12. 

Maine: Examination and Reciprocity. August, July 9-11. Sec., 
Dr. Adam P. Leighton, 192 State St., Portland. 

MaryLANb: Examination. Baltimore, June 18-21. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore 1. 

Massacuusetts: Examination and Endorsement. Boston, July 
9-12. Sec., Dr. Robert C. Cochrane, 37 State House, Boston 33. 

Micuican:* Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi- 
gan Ave., Lansing 8. 

Mississippi: Examination. Jackson, June 24-25. Reciprocity. 
Jackson, June 26. Asst. Sec., Dr. R. N. Whitfield, Old Capitol, 
Jackson. 

Montana: Examination and Reciprocity. Helena, October 1. 
Sec., Dr. Thomas L, Hawkins, 7 West 6th Ave., Helena. 
NesrasKA:* Examination. Omaha, June 17-19. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
Nevapa:* Examination and Reciprocity. Reno, June 4. Sec., 

Dr. George H. Ross, 112 North Curry St., Carson City. 

New Hampsuire: Examination and Reciprocity. Concord, Sept. 

11-13. Sec., Dr. John S. Wheeler, 107 State House, Concord. 
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New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Patrick 
H. Corrigan, 28 West State St., Trenton. 

New York: Examination. Albany, Buffalo, New York, Rochester 
and Syracuse, July 9-12. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

NortH Carouina: Endorsement. Raleigh, June 18. Bowling 
Green, July 26. Written Examination. Raleigh, June 17-20. 
Sec., Dr. Joseph J. Combs, Professional Bldg., Raleigh. 

Nortu Dakota: Examination. Grand Forks, July 10-13, Regi. 
procity. Grand Forks, July 13. Sec., Dr. C. J. Glaspel, Grafton, 

Oxo: Examination and Reciprocity. Columbus, June 13-15. 
Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 

OKLaHoMa:* Examination. Oklahoma City, June 11-12. 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 

OreEcon:* Examination and Reciprocity. Portland, July 10-11, 
Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Port- 
land, 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 
10-12. Acting Sec., Mrs. Marguerite G. Steiner, Box 911, Har- 
risburg. 

RuHope Examination. Providence, June 27-28. Admin. 
of Professional Regulation, Mr. Thomas B. Casey, 366 State 
Office Bldg., Providence. 

SoutH Carona: Examination, Columbia, June 25-26. Sec., 
Mr. N. B. Heyward, 1329 Blanding St., Columbia. 

Soutu Daxota:* Examination and Reciprocity. Place not yet 
determined, July 16-17. Sec., Dr. C. B. McVay, Yankton Clinic, 
Yankton. 

TENNESSEE:* Examination. Nashville, June 5-6 and Memphis, 
June 12-13. Sec., Dr. H. W. Qualls, 1635 Exchange Bldg., 
Memphis 3. 

Texas:* Examination and Reciprocity. Fort Worth, June 24-26, 
Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

VERMONT: Examination and Reciprocity. Burlington, June 20-22. 
Sec., Dr. F. J. Lawliss, Richford. 

Vircinia: Reciprocity. Richmond, June 12. Examination. Rich- 
mond, June 13-15. Office of the Board, 631 First St., $. W., 
Roanoke. 

WasuHINcToNn:* Examination. Seattle, July 15-17. Sec., Depart- 
ment of Licenses, Mr. Edward C. Dohm, Olympia. 

Wisconsin:* Examination. Milwaukee, July 9-11. Sec., Dr. 
Thomas W. Tormay, Jr., 1140 State Office Bldg., Madison 2. 

Wyominc: Examination and Reciprocity. Cheyenne, June 3. Sec., 
Dr. F. D. Yoder, State Office Bldg., Cheyenne. 

Avaska:* On application in Anchorage and Juneau. Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Hawau: Examination. Honolulu, July 8-9. Sec., Dr. I. L. Tilden, 
1020 Kapiolana St., Honohulu. 

Vircin IsLanps: Endorsement. St. Thomas, June 12. Sec., Dr. 
Earle M. Rice, St. Thomas, 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination and Reciprocity. Tucson, June 18. Sec., 
Mr. Herbert D. Rhodes, University of Arizona, Tucson. 

Cotorapo: Examination and Reciprocity. Denver, Sept. 4-5. Sec., 
Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 

Connecticut: Examination. New Haven, June 8. Exec. Asst., 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 

Fioriwwa: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

Minnesota: Exumtnation. Minneapolis, June 4-5. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Minne- 
sota, Minneapolis. 

OKLAHOMA: Examination. Oklahoma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon: Examination. Portland, June 1. Sec., Dr. Earl M. 
Pallett, University of Oregon, Eugene. 

Sourn Daxora: Examination. Vermillion, June 7-8. Sec., Dr. 
Gregg M. Evans, 310 E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, July 2-3. Sec., Dr. O. W. 
Hyman, 62 South Dunlap St., Memphis 3. 

Wisconsin: Examination. Milwaukee, June 1, and Madison, 
Sept. 20. Sec., Mr. W. H. Barber, 621 Ransom St., Ripon. 


* Basic Science Certificate required. 
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GOVERNMENT SERVICES 


\IR FORCE 


New Air Force Hospital in Libya.—The new air- 
conditioned 150-bed U. S. Air Force Hospital, recently 
dedicated at Wheelus Air Base near Tripoli, Libya, 
has five wards, an administrative wing, and outpatient, 
pharmacy, laboratory, x-ray, and physical therapy 
departments. The hospital is capable of providing 
complete services to military personnel and depend- 
ents in the area, with the exception of orthopedic 
surgery, otolaryngology, and ophthalmology; however, 
these services are covered by consultants from the 
7100th _U. S. A. F. Hospital in Germany. The new 
hospital is tied in with a widespread air evacuation 
system and will serve members of the armed services 
and their families from Morocco to the Burma border. 
The hospital is authorized 52 officers, 128 airmen, 4 
Air Force civilians, and 34 native positions. Function- 
ing as an area hospital in support of medical installa- 
tions in Greece, Turkey, Crete, and Saudi Arabia, it 
will provide hospitalization or outpatient treatment 
for patients evacuated by air from these areas. 

It happened that a group of military and civilian 
doctors who were on a four-week nutrition study 
tour through 10 Middle Eastern and Near Eastern 
countries were in Tripoli last November and were 
able to attend the dedication ceremonies. Among 
them were Dr. Frank B. Berry, Assistant Secretary of 
Defense; Rear Adm. Bartholomew W. Hogan, surgeon 
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general of the U. S. Navy; Major Gen. James O. 
Gillespie, from the office of the Army Surgeon gen- 
eral; Dr. Richard A. Kern, professor of medicine, 
Temple University Medical School, Philadelphia; Dr. 
Edward Churchill, professor of surgery, Harvard 
Medical School, Boston; Major Gen. Harry Armstrong, 
surgeon, U. S. Air Forces in Europe; and prominent 
members of the Interdepartmental Committee on Nu- 
trition for National Defense. 


Air Force Commissions.—The surgeon general’s office 
reports that scores of inquiries are being received from 
physicians who are noncitizens and/or graduates of 
foreign medical schools and who are interested in com- 
missions in the Air Force Medical Service. A wide 
range of nationalities is covered, and the persons are 
graduates of a number of foreign nonaccredited medi- 
cal schools. 

To qualify for appointment in either the reserve or 
regular component of the Air Force, the applicant 
must be a graduate of a medical school accredited by 
the Council on Medical Ecucation and Hospitals of 
the American Medical Association. The applicant must 
be a citizen of the United States. However, physicians 
who are noncitizens and are special registrants under 
the Universal Military Training in Service Act, as 
amended, may be tendered temporary appointments if 
they are scheduled for induction and are allocated to 
the Air Force. These physicians must have completed 
at least one year of approved internship or residency 
training and must be licensed to practice medicine in 
a state or territory of the United States or in the Dis- 
trict of Columbia. 
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Suggestions for Medicare.—Suggestions for a revision 
of the “Statement of Services Provided from Civilian 
Sources,” DA Form 1863, have been called for by 
Major Gen. Paul I. Robinson, executive director of 
the Medicare program. Considerable comment has 
been received by his office with respect to certain 
inadequacies and complexities of the existing form. 
Recognition of the importance of a well-designed and 
adequate form for the payment of hospitals and phy- 
sicians has prompted the Office for Dependents’ Med- 
ical Care to take immediate action to improve the 
form’s format. 

Any and all suggestions are welcome. In order to 
redesign and make the form final without delay, Gen- 
eral Robinson has asked that comments and layout 
designs be submitted to his office not later than May 
15, 1957. 


Dr. Hilleman Receives Award.—In recognition of his 
contribution to medicine and to the Department of 
Defense, Dr. Maurice A. Hilleman of the Walter Reed 
Army Medical Center, Washington, D. C., received 
from Secretary of Defense, Charles Wilson, on April 
18, a citation and an award for his discovery of the 
RI-67 group of viruses, which have been found re- 
sponsible for many cases of respiratory disease. Five 
other distinguished civilian service awards were pre- 
sented to scientists in other fields by the Secretary of 
Defense on April 18. Present at the ceremony were 
the several secretaries of military departments, key 
officials and officers of their staffs, and members of the 
families of the award recipients. 

In a symposium before the Section on Experimental 
Medicine and Therapeutics, June 4, during the Annual 
Meeting of the American Medical Association in New 
York, Dr. Hilleman will present a paper on “Vaccina- 
tion Against Adenovirus Infections.” He also will have 
a scientific exhibit on this subject during the meeting. 


NAVY 


New Reserve Consultants.—Dr. William L. Rogers, 
San Francisco, and Dr. Gordon M. Bruce, New York 
City, have accepted invitations to serve on the Board 
of Reserve Consultants to the Bureau of Medicine and 
Surgery, representing, respectively, the specialties of 
surgery and ophthalmology. Some 17 other consultants 
from various parts of the country serve on the board, 
which meets in Washington from time to time, to ad- 
vise the surgeon general on the graduate training pro- 
gram of the Navy Medical Corps, and to assist in 
choosing consultant lecturers to the staffs of naval 
hospitals and similar advisory duties. 


VETERANS ADMINISTRATION 


Home-Town Pharmacy Program.—The VA’s home- 
town pharmacy program supplements the VA phar- 
macy services in providing outpatient prescription 
service for veterans under treatment by private phy- 
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sicians for service-connected disabilities. In 46 state, 
and Hawaii, retail pharmacies participate in thi 
program through state pharmaceutical associations 
In Rhode Island and Nevada, the retail pharmacie; 
participate through direct arrangements with the V4 
The state pharmaceutical associations are paid a fee 
for administering the program; this is a percentage of 
the total value of prescriptions handled and , 
added to the basic prescription price charged by the 
pharmacist. 

The director of the pharmacy service at the V4 
central office, Washington, D. C., Vernon O. Trygstad, 
said that the annual volume of the prescriptions filled 
by retail pharmacies in the fiscal year 1956 was 
$2,687,693, and that if the current prescription volume 
continues throughout the remainder of the present 
fiscal year it will exceed that of the 1956 total. He also 
said that, while the actual number of prescriptions 
fillled in 1956 by retail pharmacies decreased by 5%, 
the dollar volume remained about the same because 
the prescriptions, although fewer, often were for larger 
quantities of drugs. 


Personal.—Dr. Chalmer Davee, director, professional 
services, VA Center, Hot Springs, S. D., has been ap- 
pointed manager of the VA Hospital, Marion, Ill, 
succeeding Dr. Edward A. Welch, who retired April 
30. The hospital is a 176-bed general medical and 
surgical facility. 

Dr. F. William Henderson has been reassigned as 
chief, medical service, at the VA Hospital in Lake 
City, Fla., succeeding Dr. J. A. Baird, who retired. 


Staff Positions Available.—The VA Hospital, Houston, 
Texas, will be opening 212 beds for psychiatric and 
tuberculosis-neuropsychiatric patients after July 1, 
1957. Full-time staff positions, as well as regular and 
career residencies, are available. The hospital’s teach- 
ing program is a part of the Baylor University Affili- 
ated Hospitals Residency Program. 


Hospital News.—Dr. Currier McEwen, associate pro- 
fessor of medicine, New York University—Bellevue 
Medical Center, New York City, addressed the staff 
of the VA Hospital at Northport, Long Island, N. Y., 
April 29, on “Experiences with the Long-term Use of 
Corticosteroids.” 


PUBLIC HEALTH SERVICE 


Sewage Treatment Grants to One Hundred Sixty-five 
Municipalities.—The Public Health Service announced 
on April 17 that in the last two months additional 
federal water pollution control grants totaling $15, 
212,939 have been made to 165 municipalities to help 
build sewage treatment works. These cities and towns. 
ranging in population from 269 to 353,000, will add 
$49,928,035 of their own funds to the federal grants. 
Since the beginning of the program last December, 2 
total of $19,096,474 in federal grants has been made 
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») 225 municipalities for sewage treatment construc- 
on, and the communities are adding $61,798,723. The 
jverage project will serve a population of about 18,000 
and will cost about $310,000. The average federal 
sant has been about $74,000. 

“Congress last year authorized annual grants of 50 
nillion dollars, up to an aggregate of 500 million dol- 
jars, for the construction of municipal sewage treat- 
ment works. It limited individual grants to $250,000 
or 30% of the total project cost, whichever is less. 


Poliomyelitis Vaccine.—Dr. Leroy E. Burney, the sur- 
geon general said, on April 12, that releases of polio- 
myelitis vaccine and the reports from the states indi- 
cated that the vaccine shortage had eased somewhat 
in the last several days. He reported that 5,200,000 cc. 
of newly produced vaccine had been released so far 
in April and that larger amounts were expected during 
the latter half of the month. 

The surgeon general reported that over 59 million 
Americans had received one or more injections since 
the vaccine first became available on April 12, 1955. 
Many of these persons, however, need second or third 
injections to complete the recommended schedule of 
three doses. Dr. Burney also said that the incidence 
of poliomyelitis so far this year is remaining well be- 
low the 1956 incidence. From Jan. 1 to April 5, 1957, 
only 528 cases had been reported as compared to 
1,067 for the same period last year. To date, states and 
territories have received $46,300,000 of the $53,000,000 
in federal grants available to them under the Polio- 
myelitis Vaccination Assistance Act of 1955, and they 
expect to spend the remainder before the act expires 
on June 30, 1957. 


Begin Survey of Nation’s Health—On May 6 inter- 
viewers began visiting selected households throughout 
the nation to obtain information for the National 
Health Survey, the surgeon general has announced. 
They ask questions about illness in the family, acci- 
dents and injuries, disability, hospitalization, and 
medical and dental care. The surgeon general said, 
‘This is the first time in 20 years that an effort has 
been made to collect these facts on a comprehensive 
basis,” 

The household interviewing will be done by the 
Bureau of the Census and will be carried on continu- 
ously. Each month a different group of households 
will be visited. Since the size of the national sample 
is limited to 3,000 households per month, the number 
of households interviewed in any one area will be 
small. The National Health Survey is being under- 
taken under legislation enacted by the last Congress. 
The information collected in the household interviews 
will be kept confidential, and only statistical totals 
will be published. 


New Coast Guard Medical Chief.—Dr. Richard B. 
Holt, a senior career medical officer of the Public 
Health Service, has been appointed chief medical 
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officer of the U. S. Coast Guard, effective July 1, suc- 
ceeding Dr. Joseph F. van Ackeren, who is retiring 
after 31 years of service. As chief medical officer of 
the Coast Guard, Dr. Holt will hold the rank of as- 
sistant surgeon general, comparable to that of rear 
admiral (upper half). He will be responsible for the 
supervision of all physicians, dentists, and nurses de- 
tailed to the Coast Guard, and will serve as liaison 
officer between the Coast Guard medical program 
and the Bureau of Medicine and Surgery of the U. S. 
Navy. Dr. Holt entered the Public Health Service 
in 1927. 


Inactive Reserves.--The Public Health Service an- 
nounced April 28 the appointment of 172 doctors, 
nurses, and other professional persons to the inactive 
reserve component of its commissioned officer corps. 
The service is organizing and training health and 
medical personnel throughout the United States and 
its territories for emergency duty in times of national 
crisis. Officers of the commissioned reserve are trained 
to serve in critical situations affecting the health and 
well-being of large numbers of people. In emergen- 
cies, these officers would serve in posts for which their 
professional training and experience have best fitted 
them. They would be called out principally to re- 
inforce the staffs of official state and local health 
agencies and to augment the Public Health Service 
operating staff. 


Study of Nutritional Status of Indians.—The Public 
Health Service has appointed seven research and nu- 
trition authorities to serve as consultants on the nu- 
tritional status of American Indians. This committee, 
which plans to meet twice a year, will consider 
priorities for the nutrition research needed. It will 
review nutrition research projects involving Indians 
that are proposed to the Public Health Service by 
institutions and individuals. 

The members of the committee are Dr. William J. 
Darby, Nashville, Tenn.; Dr. Olaf Michelsen, Bethes- 
da., Md.; Dr. John Adair, Sandoval, N. Mex.; Dr. 
Robert E. Shank, St. Louis.; Dr. Charlotte Young, 
Ithaca, N. Y.; Dr. Luther L. Terry, Bethesda, Md.; 
and Miss Marjorie Heseltine, Washington, D. C. 

Dr. James R. Shaw, chief, and Dr. J. O. Dean, 
assistant chief, Division of Indian Health, addressed 
the first meeting of this committee on April 29. Dr. 
Bertlyn Bosley, chief, nutrition section, Indian health 
program, was chairman of the meeting. 


Personal.—Dr. Kenneth W. Chapman has been ap- 
pointed associate director of the Clinical Center 
of the National Institutes of Health, Bethesda, Md. 
His previous assignment was with the National Insti- 
tute of Mental Health, where he was consultant to 
state and community hospitals and health agencies on 
the medical problems of narcotic addiction. Dr. Chap- 
man joined the Public Health Service in 1939. 
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DEATHS 


Sigerist, Henry Ernest, formerly director of the In- 
stitute of the History of Medicine at Johns Hopkins 
University School of Medicine, Baltimore, died at his 
home in Pura, Switzerland, March 17, aged 65. Dr. 
Sigerist was born in Paris, France, April 7, 1891. 
He received his medical degree at the Universitat 
Zurich Medizinische Fakultat, Switzerland, in 1917 
and during World War I was a medical officer in 
the Swiss Army. From 1921 to 1923 he served on the 
faculty of the University of Zurich as a lecturer and 
professor of the history of medicine. In 1925 he suc- 
ceeded his teacher, the late Prof. Karl Sudhoff, as 
director of the Institute of the History of Medicine at 
the University of Leipzig, serving until 1932 when he 
came to the Johns Hopkins University School of 
Medicine in Baltimore succeeding Dr. William H. 
Welch as director of the Institute of the History of 
Medicine, serving until 1946 when he retired and 
became research associate in the history of medicine at 
Yale in New Haven, Conn. Dr. Sigerist had been 
named to Yale faculty under an unusual arrangement 
whereby he could live in Switzerland and engage in 
preparing a monumental eight-volume history of medi- 
cine. He traveled widely. He delivered the South 
African Universities lectures, the Messenger lectures 
at Cornell, and came to Yale in 1940 to deliver the 
annual Dwight Terry lectures. In 1944 he served as 
chairman of the Saskatchewan Health Services Survey 
Commission and advisor to the Health Survey and 
Development Commission of India. In 1943 he was a 
vice-president of the American Association for the 
Advancement of Science, and since 1938 was vice- 
president of the International Society for the History 
of Medicine. He was an honorary fellow of the 
Academy of Medicine of Mexico and the New York 
Academy of Medicine; member of the American 
Academy of Arts and Sciences, American Philosophy 
Society, Alpha Kappa Kappa, Delta Omega, and 
Alpha Omega Alpha. He was past-president and secre- 
tary of the American Association of the History of 
Medicine and of the Society of the History of Science. 
In 1933 he was awarded the Karl Sudhoff Medal and 
in 1950 the William H. Welch Medal of the American 
Association of the History of Medicine. He was the 
author of several books, and the editor of many vol- 
umes, reports, and bulletins of foreign universities, 
the founder and editor for 15 years of the Bulletin of 
the History of Medicine, and from 1943 to 1948 he 
was editor of the American Review of Soviet Medi- 
cine. He had been awarded the degrees of doctor, 
honoris causa, University of Madrid, doctor of litera- 
ture from the University of the Witwatersrand, doctor 
of laws from Queens University, Kingston, Ont., and 
doctor of science from the University of London, 
England. 

Hamilton, Charles Marshall ® Nashville, Tenn.; born 
in Russellville, Ala., March 25, 1890; Vanderbilt Uni- 
versity School of Medicine, Nashville, 1918; professor 


®@ Indicates Member of the American Medical Association. 


emeritus of clinical dermatology at his alma mater. 
formerly on the faculty of Meharry Medical College. 
specialist certified by the American Board of Raj. 
ology; past-president and treasurer of the Tennesse¢ 
State Medical Association, serving as chairman of jt; 
board of trustees; past president of the Nashville 
Academy of Medicine and the Davidson Count 
Medical Society; since 1949 member of the House of 
Delegates of the American Medical Association; mem. 
ber of the American Academy of Dermatology and 
Syphilology and the Radiological Society of North 
America; since 1953 a member of the board of hos. 
pital commissioners of Nashville; served on the staffs 
of the Nashville General Hospital and St. Thomas 
Hospital, where he was president of the medical staff 
since 1942; died April 25, aged 67, of a heart attack 
on Kentucky Lake, near Camden, while fishing with 
friends. 


Durlacher, Stanley Henry, Miami, Fla.; born in New 
York City June 5, 1911; Yale University School of 
Medicine, New Haven, 1938; served on the faculty of 
his alma mater, Louisiana State University School of 
Medicine in New Orleans, and at Johns Hopkins in 
Baltimore; since 1956 Dade County medical examiner; 
at one time chief of the pathological section, Medical 
Division, Army Chemical Center, Md.; assistant medi- 
cal examiner for Maryland from 1950 to 1952, when 
he became pathologist, coroner's office, Orleans Par- 
ish, La., serving until 1956; visiting pathologist at the 
Charity Hospital, New Orleans, from 1953 to 1956; 
certified by the National Board of Medical Examiners, 
fellow of the American Association of Pathologists 
and Bacteriologists and the College of American 
Pathologists; specializing in pathological anatomy, 
medical examiner’s office, Jackson Memorial Hospital; 
died in St. Luke’s Hospital, Chicago, March 19, aged 
45, of subarachnoid hemorrhage, and essential hyper- 
tension. 


Engler, Clarence William ® Cleveland; born in Fre- 
mont, Ohio Aug. 1, 1895; Western Reserve University 
School of Medicine, Cleveland, 1919; specialist certi- 
fied by the American Board of Otolaryngology; assist- 
ant clinical professor of otolaryngology at his alma 
mater; veteran of World War I; member of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Cleveland Library Association, Academy of 
Medicine of Cleveland, American Laryngological As- 
sociation, and the American Laryngological, Rhino- 
logical and Otological Society; president of the 
American Broncho-Esophagological Association; fel- 
low of the American College of Surgeons; on the 
staffs of the Huron Road Hospital, East Cleveland, 
City Hospital, St. Luke’s and Lutheran hospitals; 
until recently president of the staff of St. Vincent 
Charity Hospital, where he died Feb. 23, aged 61, of 
congestive cardiac disease. 

Cohen, Ira © New York City; born in Long Branch, 
N. J., in 1887; Columbia University College of Physi- 
cians and Surgeons, New York City, 1911; member of 
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he founclers group of the American Board of Surgery; 
specialist certified by the American Board of Neuro- 
gical Surgery; member of the American Neuro- 
gical Association of which he was at one time vice- 
resident; fellow of the American College of Surgeons; 
erved as member of the New York Academy of Medi- 
cine; served in the medical corps of the U. S. Army on 
the Mexican Border in 1915; a captain in the medical 
corps of the U. S. Army in France during World War 
|. served on the staffs of the Mount Sinai Hospital, 
where he was president of the medical board, from 
1942 to 1945, Hospital for Joint Diseases, and the 
\lontefiore Hospital; died in Stratford, Conn., March 
§, aged 69, of leukemia and cancer. 


Bonthius, Andrew ® Pasadena, Calif.; born in Chicago 
Nov. 27, 1880; Northwestern University Medical 
School, Chicago, 1909; emeritus professor of medicine 
at College of Medical Evangelists, Loma Linda and 
Los Angeles; specialist certified by the American 
Board of Internal Medicine; fellow of the American 
College of Physicians; at one time a medical mission- 
ary in China, and consular surgeon for the U. S. Public 
Health Service in Amoy, China; on the staff of the Los 
{ngeles County Hospital; consultant, Collis P. and 
Howard Huntington Memorial Hospital; for three 
vears medical examiner for the Selective Service dur- 
ing World War II; a director of the Chamber of Com- 
merce; died Feb. 24, aged 76, of coronary occlusion. 


Fritzell, Kenneth Edward ® Grand Forks, N. D.; born 
in Minneapolis Feb. 17, 1908; University of Minnesota 
Medical School, Minneapolis, 1931; certified by the 
National Board of Medical Examiners; specialist certi- 
fied by the American Board of Surgery; fellow of the 
American College of Surgeons; past-president of the 
Grand Forks District Medical Association; associate 
professor of surgery, University of North Dakota 
School of Medicine; veteran of World War II; mem- 
ber of the staffs of St. Michael’s Hospital and the 
Deaconess Hospital, where he was chief of staff from 
1951 to 1954; surgeon for the Great Northern Railway; 
died in the Peter Bent Brigham Hospital, Boston, 
Feb. 19, aged 49, following an operation on the heart. 


Wilson, Joseph G., Senior Surgeon, U. S. Public Health 
Service, retired, Beloit, Wis.; born June 23, 1874; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1898; service member of the American 
Medical Association; member of the American Psy- 
chiatric Association; associated with the U. S. Public 
Health Service from 1906 to July 1, 1938, when he 
retired; served as director of the division of hospitals 
and mental hygiene, state department of welfare in 
Kentucky; formerly connected with the National Com- 
mittee for Mental Hygiene in making surveys of 
mental institutions in various parts of the United 
States; died in the Beloit Hospital Feb. 5, aged 82, of 
bronchopneumonia and coronary sclerosis. 


Sturgeon, John Dawson Sr., Uniontown, Pa.; born in 
Uniontown, July 12, 1854; College of Physicians and 
Surgeons, Baltimore, 1880; an associate member of the 
American Medical Association; the Fayette County 
Medical Society, of which he was for one term presi- 


dent and for 20 years assistant secretary, dedicated 4 
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the June, 1954, issue of its publication, the Fayette 
County Mirror, in honor of his 100th birthday anni- 
versary; at one time county coroner; a member of the 
city’s first board of health; for some time U. S. pension 
examiner; one of the founders and charter member of 
the staff of the Uniontown Hospital; died Feb. 15, 
aged 102, of pneumonia. 


Collins, William James * Northampton, Mass.; Har- 
vard Medical School, Boston, 1898; decorated by Gen. 
John J. Pershing during World War I for “excep- 
tionally meritorious and conspicuous service” in 
France where he served as division surgeon and chief 
medical officer for the 76th Division of the American 
Expeditionary Forces; awarded the Purple Heart; 
during World War II did recruiting work for the 
Army, Navy, and Marines; on the staff of the Cooley 
Dickinson Hospital, where he died March 1, aged 80, 
of cerebral hemorrhage and _ arteriosclerotic heart 
disease. 


Crosby, Leonard Green * Denver; born in New Au- 
burn, Minn., Jan. 26, 1873; College of Physicians and 
Surgeons of Chicago, School of Medicine of the Uni- 
versity of Illinois, 1899; specialist certified by the 
American Board of Radiology; member of the Radio- 
logical Society of North America and the American 
College of Radiology; past-president of the Rocky 
Mountain Radiological Society; veteran of World War 
I; on the staffs of Colorado General, Denver General, 
Mercy, and St. Luke’s hospitals, and St. Joseph’s Hos- 
pital, where he died Feb. 17, aged 84, of cerebral 
hemorrhage. 

Dodd, Verne Adams * Lantana, Fla.; born in Water- 
ville, Ohio, Feb. 21, 1881; Ohio Medical University, 
Columbus, 1903; member of the Ohio State Medical 
Association; fellow of the American College of Sur- 
geons; past-president of the Columbus Academy of 
Medicine; veteran of World War I; emeritus professor 
of surgery at the Ohio State University College of 
Medicine in Columbus; the Ohio State University 
presented him with the honorary degree of LL.D.,; 
formerly chief of staff of the Ohio State University 
Hospital in Columbus, where he died Feb. 22, aged 
76, of cancer. 


Duval, Douglas Forrest, Colonel, U. S. Army, retired, 
Annapolis, Md.; born June 4, 1870; University of Vir- 
ginia Department of Medicine, Charlottesville, 1894; 
commissioned a captain in the medical corps, regular 
Army, in 1903; among other places, served at the U. S. 
Military Academy. West Point, Philippine Islands, 
Hawaii, Cuba and the Mexican border; during World 
War I, was commanding officer of Evacuation Hos- 
pital, number 11, France; member of the American 
Medical Association and fellow of the American Col- 
lege of Surgeons; died in the Anne Arundel General 
Hospital Jan. 16, aged 86, of peritonitis. 


Gerstley, Jesse Robert * Chicago; Rush Medical Col- 
lege, Chicago, 1909; specialist certified by the Ameri- 
can Board of Pediatrics; member of the American 
Academy of Pediatrics; past-president of the Chicago 
Pediatric Society; at one time member of the board of 
governors of the Institute of Medicine of Chicago; 
member of the Alpha Omega Alpha honor fraternity; 
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veteran of World War I; served as associate in pedi- 
atrics at Northwestern University Medical School; 
past-president of the medical staff at the Michael 
Reese Hospital, where he was chairman of the pedi- 
atric department; died March 16, aged 70. 


Schmitt, Lionel Samuel, San Francisco; University of 
California School of Medicine, San Francisco, 1901; 
an associate member of the American Medical Asso- 
ciation; associate professor of preventive medicine 
emeritus at the University of California School of 
Medicine, where he served as acting dean; formerly 
director of hospitals, University of California Hos- 
pital; a member of the California Academy of Sciences 
and the California Academy of Medicine; veteran of 
World War I; died in St. Francis Memorial Hospital 
Feb. 5, aged 79, of carcinoma of the colon and 
coronary arterial insufficiency. 


Smythe, Frank Ward ® Memphis, Tenn.; born in 
Kosciusko, Miss., Nov. 18, 1891; University of Ten- 
nessee College of Medicine, Memphis, 1917; associate 
professor of surgery at the University of Tennessee 
College of Medicine; member of the founders group 
of the American Board of Surgery; member of the 
Southern Surgical Association, Central Association of 
Obstetricians and Gynecologists, and Southeastern 
Surgical Congress; fellow of the American College of 
Surgeons; veteran of World War I; on the staffs of the 
John Gaston Hospital and Baptist Memorial Hospital; 
died Jan. 26, aged 65. 


Pinkley, Viril Milo, San Bernardino, Calif.; born in 
Geneva, Nebr. in 1884; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1908; served as deputy 
health officer and later as superintendent of the San 
Bernardino County Hospital, retiring in 1951; at one 
time associated with the Indian Service; for four years 
president of the board of trustees of the city school; 
San Beinardino Valley College gave him its first an- 
nual award for meritorious service in the cause of 
education and civic progress; died Feb. 12, aged 72, 
of acute myocardial infarction. 


Randall, Samuel Bunker ® Santa Cruz, Calif.; Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1925; certified by the National Board of Med- 
ical Examiners; fellow of the American College of 
Surgeons; secreiary of the Santa Cruz County Med- 
ical Society; veteran of World War I; a member of 
the city board of education from 1937 to 1955 and 
president of the school trustees from 1951 to 1955; on 
the staffs of Santa Cruz and Sisters hospitals; died 
Feb. 1, aged 58, of carcinoma of the stomach with 
metastasis. 


Dinnen, James Frank, St. Petersburg, Fla.; Indiana 
University School of Medicine, Indianapolis, 1908; 
served as vice-president of the American Association 
of Railway Surgeons; from 1927 to 1943 chief surgeon 
for the Erie Railroad; formerly assistant chief surgeon 
for the Nickel Plate Road and supervising surgeon for 
the Chesapeake and Ohio Railroad; for many years 
consulting surgeon at St. John’s Hospital and on the 
staffs of St. Luke’s and Lutheran hospitals; died Feb. 
18, aged 72. 
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Alliaume, Charles Edward, Utica, N. Y.; Hering Med. 
ical College, Chicago, 1895; an associate member of 
the American Medical Association; member of thy 
American Radium Society; served on the staff of ¢ 
Luke’s—Memorial Hospital Center; died Feb. 16, age, 
83. - 

Allphin, Winfield Scott, Georgetown, Ky.; Hospital 
College of Medicine, Louisville, 1904; member of the 
Kentucky State Medical Association; president of the 
Scott County Medical Society; member and pag. 
president of the Rotary Club; president of the Firy 
National Bank of Georgetown; on the staff of the John 
Graves Ford Memorial Hospital; died in St. Joseph's 
Hospital, Lexington, Feb. 17, aged 76, of a heart 
attack. 


Anderton, Herbert Seth, San Diego, Calif.; University 
of Maryland School of Medicine, Baltimore, 1910; ay 
associate member of the American Medical Associa- 
tion; veteran of World War I; on the staff of the Mercy 
Hospital; on the board of the San Diego Gas and 
Electric Company; died Feb. 15, aged 68, of coronary 
disease. 


Atchley, Barney D., Everett, Wash.; Drake University 
College of Medicine, Des Moines, 1911; died Dee. 2 
aged 77. 


Atkinson, Curtis ® Wichita Falls, Texas; Jefferson 
Medical College of Philadelphia, 1900; veteran of 
World War I; past-president of the Wichita County 
Medical Society; died Feb. 16, aged 82. 


Axelrad, John ® Farmingdale, N. Y.; Medizinische 
Fakultat der Universitat, Vienna, Austria, 1924; for- 
merly owner of the Lakeside Hospital in Copiague, 
where he died Feb. 21, aged 57, of coronary throm- 
bosis. 


Bailey, Donald Middlesex ® Gillett, Wis.; Hahnemann 
Medical College and Hospital of Philadelphia, 1941; 
interned at Morristown (N. J.) Memorial Hospital; 
veteran of World War II; on the staff of the Com- 
munity Memorial Hospital in Oconto Falls; died in 
Montego Bay, Jamaica, British West Indies March 9, 
aged 42, of coronary thrombosis. 


Baker, Benjamin Philo, Orlando, Fla.; Medical College 
of Virginia, Richmond, 1948; service member of the 
American Medical Association; interned at Lewis-Gale 
Hospital in Roanoke, Va., where he served a resi- 
dency; captain and flight surgeon in the 321st Bomber 
Wing of the Strategic Air Command; died at the Pine 
Castle Air Base Feb. 11, aged 34. 


Bell, Lewis Barclay * Chicago; Northwestern Univer- 
sity Medical School, Chicago, 1911; member of the 
American Academy of General Practice; formerly on 
the faculty of his alma mater, Rush Medical College, 
and the Chicago Medical School; on the staff of the 
Jackson Park Hospital; local surgeon for the Illinois 
Central Railroad; died March 24, aged 72, of myo- 
cardial infarction. 


Bell, Walter Houston, Dozier, Ala.; University of 
Nashville (Tenn.) Medical Department, 1906; died in 
the Mizell Memorial Hospital, Opp, Feb. 19, aged 82. 
of myocarditis with decompensation. 
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pernstein, Perry * Providence, R. I.; Tufts College 
\ledical School, Boston, 1924; on the staffs of the 
Roger Williams General Hospital and the Miriam 
Hospital, where he died Feb. 23, aged 58, of cerebral 
hemorrhage. 


Blackley, Carl Alvan, Lockport, N. Y.; Hahnemann 
\ledical College and Hospital of Philadelphia, 1896; 
grved as city physician, health officer, and Lockport 
School District physician; died Feb. 19, aged 87. 


Blais, Robert Ernest ® Amesbury, Mass.; Boston Uni- 
versity School of Medicine, 1924; interned at the 
Lowell (Mass.) General Hospital; past-president of the 
North Essex Medical Society; veteran of World War 
[I]: for many years school physician; president of the 
medical staff of the Amesbury Hospital, where he died 
Feb. 21, aged 59, of carcinoma of the lung. 


Blakeslee, Malcolm Rae ® Portland, Conn.; Syracuse 
University College of Medicine, 1925; member of the 
American Psychiatric Association; died in the Ellis 
Hospital, Schenectady, N. Y., Dec. 1, aged 56, of myo- 
cardial failure. 


Boggs, David Alexander ® Wilkinsburg, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1914; veteran 
of World War I; on the staff of Columbia Hospital; 
died in the Allegheny General Hospital, Pittsburgh, 
Feb. 28, aged 65, of postoperative anuria following 
replacement graft surgery for aortic aneurysm. 


Boone, Cassius A. ® Louisville, Ky.; University of 
Louisville (Ky.) Medical Department, 1913; member 
of the American Society of Anesthesiologists; on the 
staffs of the Kentucky Baptist Hospital, St. Anthony 
Hospital, and Norton Memorial Infirmary; died in the 
Orange Memorial Hospital, Orlando, Fla., Feb. 27, 
aged 69, of myocardial infarction and coronary 
sclerosis. 


Bradley, George Richard ® Jacksonville, Ill.; Barnes 
Medical College, St. Louis, 1897; member of the staff 
of Passavant Memorial Hospital, where he died 
Feb. 21, aged 87, of strangulated inguinal hernia and 
arteriosclerosis. 


Bronsten, Irvin Cecil, Yonkers, N. Y.; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1926; an associate 
member of the American Medical Association; served 
on the staff of the Lying-In Hospital and the Monte- 
fiore Hospital, New York City, where he died March 
4, aged 54, of coronary disease. 


Burchfield, George Winston * Maryville, Tenn.; Van- 
derbilt University School of Medicine, Nashville, 1917; 
specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; city commis- 
sioner; died in the Blount Memorial Hospital Feb. 26, 
aged 62, of cerebral hemorrhage. 


Burket, Firm C., St. Petersburg, Fla.; Eclectic Medical 
College, Cincinnati, 1922; died Feb. 13, aged 65, of 
myocardial infarction. 

Butts, Arthur Clarkson Jr., New York City; Columbia 


University College of Physicians and Surgeons, New 
York City, 1902; specialist certified by the American 
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Board of Obstetrics and Gynecology; fellow of the 
American College of Surgeons; on the staff of the 
Fordham Hospital; died Feb. 22, aged 76. 


Byers, Joy Cleveland, Glendale, Ariz.; Northwestern 
University Medical School, Chicago, 1920; died Feb. 
18, aged 64, of a heart attack. 


Carhart, Earl Clyde, Los Angeles; Jefferson Medical 
College of Philadelphia, 1905; served on the staffs of 
the Angelus, Los Angeles County, and the Presby- 
terian Hospital-Olmsted Memorial hospitals; died in 
Santa Monica (Calif.) Hospital March 3, aged 77, of 
arteriosclerosis, heart disease, and nephritis. 


Carpenter, Burwell S. * Fairfield, Ala.; Medical Col- 
lege of Alabama, Mobile, 1905: served as a member 
and president of the board of education; on the staff 
of the Lloyd Noland Hospital; died Feb. 17, aged 74, 
of mediastinal lymphoma. 


Chesne, Irving Leonard * Chicago; Loyola University 
School of Medicine, Chicago, 1919; member of the 
American Academy of General Practice; on the staffs 
of Belmont, Frank Cuneo, and Columbus hospitals; 
on the board of the Loyola University Alumni Asso- 
ciation; died April 1, aged 68, of acute coronary 
occlusion. 


Clancy, Arthur William * Newburyport, Mass.; 
Georgetown University School of Medicine, Washing- 
ton, D. C., 1929; veteran of World War II; on the staff 
of the Anna Jaques Hospital; died Feb. 24, aged 54, 
of a heart attack. 


Clement, Mortimer Taliaferro, Lieut. Commander, 
U.S. Navy, retired, Charleston, S. C.; Medical College 
of South Carolina, Charleston, 1916; service member 
of the American Medical Association; joined the Navy 
in 1916 and retired in 1938; on the staff of the Roper 
Hospital; died Feb. 28, aged 66, of heart disease. 


Cole, George Maynard * Brawley, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1943; past-president and secretary of the Imperial 
County Medical Society; served as chief of staff, 
Pioneers Memorial Hospital; died Feb. 22, aged 54. 


Collier, Thomas Read, Whitesburg, Ky.; University of 
Louisville (Ky.) Medical Department, 1917; member 
of the Kentucky State Medical Association; died Feb. 
21, aged 66, of coronary occlusion. 


Conneen, Lawrence Whelen ® Portland, Maine; 
Georgetown University School of Medicine, Washing- 
ton, D. C., 1937; specialist certified by the American 
Board of Radiology; member of the American College 
of Radiology; on the staff of the Bath (Maine) Memo- 
rial Hospital, Brunswick (Maine) Hospital, and Mercy 
Hospital; died Feb. 7, aged 45. 


Culver, Cyrus Whitney ® Washington, D. C.; McGill 
University Faculty of Medicine, Montreal, Quebec, 
Canada, 1910; veteran of World War I; on the staffs 
of Garfield Memorial and Doctors hospitals; died 
March 17, aged 71, of heart disease. 


Darling, William Adelbert, Wilson, Okla.; College of 
Physicians and Surgeons, Dallas, Texas, 1905; died 
Feb. 13, aged 86, of arteriosclerosis. 


195; 
Med. 
Of the 
6, aged 
& 
: 
2 
3 
4 


480 DEATHS 


Drury, Ray C., Chicago; Northwestern University 
Medical School, Chicago, 1923; fellow of the American 
College of Surgeons; on the staff of St. Anthony de 
Padua Hospital; died in the Augustana Hospital 
March 25, aged 60, of cancer of the colon. 


Ebeling, Walter Wilford ® Mount Vernon, Wash.; 
University of Pennsylvania School of Medicine, Phila- 
delphia, 1928; fellow of the American College of Sur- 
geons; member of the American Academy of General 
Practice; veteran of World War II; died in the Swed- 
ish Hospital, Seattle, Feb. 17, aged 55. 


Eckman, W. Guy, Covington, Ky.; Medical College of 
Ohio, Cincinnati, 1895; served as health officer of 
Covington; died in the William Booth Memorial Hos- 
pital Feb. 12, aged 82. 


Falconer, Richard Craig, Berkeley, Calif.; Medical 
College of Ohio, Cincinnati, 1890; for many years 
practiced in Lexington, Ky., where he was on the 
staffs of St. Joseph and Good Samaritan hospitals; 
died Feb. 27, aged 89, of heart disease. 


Fauley, Gordon Brown ® Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1930; veteran of 
World Wars I and II; on the staff of the Norwegian 
American Hospital, where he died March 29, aged 57. 


Findley, William’ McCrea, Wilkinsburg, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1904; an 
associate member of the American Medical Associa- 
tion; member of the American Academy of General 
Practice; died in the Columbia Hospital March 6, 
aged 76, of cancer. 


Freece, Margaret A., Salina, Utah; Northwestern Uni- 
versity Woman’s Medical School, Chicago, 1897; for 
many years member of the school board; died in the 
Salina Hospital Feb. 19, aged 85, of cardiac decom- 
pensation. 


Friedman, Peter Henry, New York City; Long Island 
College Hospital, Brooklyn, 1911; on the staff of the 
Lincoln Hospital; died in the Lenox Hill Hospital 
Feb. 26, aged 74. 


Friedman, Townsend Baer ® Chicago; University of 
Chicago, The School of Medicine, 1933; instructor in 
medicine, Northwestern University Medical School; 
specialist certified by the American Board of Internal 
Medicine; member of the American Academy of 
Allergy and the American Psychosomatic Society; 
veteran of World War II; chairman of the department 
of Allergy, Children’s Memorial Hospital and Michael 
Reese Hospital, where he died March 6, aged 51. 


Fryer, Julius William, Hathorne, Mass.; Medizinische 
Fakultat der Universitat, Vienna, Austria, 1928; mem- 
ber of the Massachusetts Medical Society; fellow of 
the American Psychiatric Association; specialist certi- 
fied by the American Board of Psychiatry and Neu- 
rology; on the staff of the Danvers State Hospital; 
died Feb. 13, aged 58. 

Gardiner, Waldron Raymon Jr., San Francisco; Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1948; on the staff of the Stanford University 
Hospital; died March 6, aged 35. 
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Goodman, James Dudley ~ Elyria, Ohio; Ohio Stat. 
University College of Medicine, Columbus, 1939; spp. 
cialist certified by the American Board of Ophthal. 
mology; member of the American Academy of (pb. 
thalmology and Otolaryngology; on the staff of the 
Elyria. Memorial Hospital where he died Feb. 14 
aged 44, of polycystic kidney. 

Hagan, John Ausman, Los Angeles; Starling Medical 
College, Columbus, 1901; died Feb. 20, aged 79, of 
hemiplegia and arteriosclerosis. 


Park; James Howard Jr. ® Houston, Texas; Tu'ane 
University School of Medicine, New Orleans, 1916. 
clinical professor of pediatrics at the Baylor University 
College of Medicine; specialist certified by the Amer. 
ican Board of Pediatrics; member of the American 
Academy of Pediatrics; fellow of the American Col. 
lege of Physicians; on the courtesy staff of the Method- 
ist Hospital, where he died Feb. 6, aged 65. 


Parker, John Livingston, Downey, Calif.; Jefferson 
Medical College of Philadelphia, 1906; past-president 
of the Imperial County Medical Society; for many 
years practiced in Brawley, where he was an honorary 
member of the Rotary Club, of which he was at one 
time a president; died Feb. 2, aged 80. 


Peebles, Martha Jane, East Stroudsburg, Pa.; Woman's 
Medical College of the New York Infirmary for Won- 
en and Children, New York City, 1897; for many years 
practiced in Brooklyn, where she was on the staff of 
the Brooklyn Hospital; served in France during World 
War I; formerly director of the board of health of 
New York City; died in Allentown (Pa.) Hospital Jan. 
23, aged 86, of arteriosclerosis. 


Pitzman, Marsh ® St. Louis; Washington University 
School of Medicine, St. Louis, 1906; died in the Jewish 
Hospital Feb. 7, aged 74, of bronchiectasis and cor 
pulmonale. 

Poling, James Bishop ® Lima, Ohio; Miami Medical 
College, Cincinnati, 1904; veteran of World War |; 
for many years city health commissioner; on the staffs 
of the Lima Memorial Hospital and St. Rita’s Hospital, 
where he died Jan. 17, aged 79. 


Pope, Jenkins M., Edisto Island, S. C.; Medical College 
of the State of South Carolina, Charleston, 1895; died 
in the New Roper Hospital, Charleston, Jan. 29, aged 
84. 


Powell, Elmer Alvin, North Baltimore, Ohio; Illinois 
Medical College, Chicago, 1902; veteran of World 
War I; for many years member and president of the 
city and county board of education; vice-president 
from 1917 to 1932 when he became president of the 
Hardy Banking Company in North Baltimore, serving 
until January 1956, when he became chairman of the 
board; died in the Community Hospital, Bowling 
Green, Feb. 12, aged 84. 


Pressly, Edward Brewster, Sparta, Ill.; Medical Col- 
lege of Georgia, Augusta, 1950; served in the medical 
corps of the U. S. Army; formerly resident on the staf 
of St. Joseph’s Hospital, Alton; died in St. Luke’ 
Hospital, St. Louis, Dec. 12, aged 42. 
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ARGENTINA 
Plethora of Medical Students.—The dictatorship suf- 


fered by Argentina for 12 years tended to increase the 
number of university students by political reasons, 
with an absolute disregard for the qualities or intellec- 
tual standards of the students entering the university. 
Three factors were decisive for this increase: (1) the 
entrance examination was abolished; (2) tuition was 
free; and (3) a high school diploma was not necessary 
for acceptance. In spite of this bad situation, immedi- 
ately after the fall of the dictatorship, it was not 
possible in Buenos Aires in 1956 to have measures for 
the selection of medical students adopted, although 
this was done at the University of Cuyo, Mendoza. 
The total number of students in the seven medical 
schools of the country is 30,881, of whom 7,618 are 
first-year students. However, the medical school] in 
Mendoza has only 106 freshmen, and these were 
selected by an entrance examination. Teaching was 
greatly improved in 1956, but because of the excessive 
number of students it is still difficult and unsatisfac- 
tory. This is why all the professors of the medical 
school in Buenos Aires have requested the immediate 
establishment of an entrance examination for the 1957 
academic year. As a result, some demagogues have 
tried to provoke student resistance by means of strikes 
and public disorders. The total number of physicians 
in the country is over 25,500, or one for each 700 
inhabitants. It has been calculated that by 1960 there 
will be 30,000, or one for each 650 inhabitants. 


Poliomyelitis.—In 1956 there was a severe epidemic of 
poliomyelitis, with about 5,000 cases and a high mor- 
tality, especially in children under 2 years of age. 
Medical groups from the United States, France, Nor- 
way, Spain, and Germany came to Argentina and 
promoted modern methods of treatment of the disease. 
The Salk vaccine was given to more than 3 million 
children. In 1956, 1,608 cases were reported in Janu- 
ary and February, but in the same period in 1957, 
only 203 cases were reported. 


FRANCE 


Pleuropulmonary Perforation.—At the meeting of the 
Medical Society of the Hospitals in Paris on Nov. 30, 
H. Brocard and co-workers reported that pleuropul- 
monary perforation occurred in 3 of 40 patients with 
severe tuberculosis treated by deltacortisone and anti- 
biotics, They were 20, 34, and 38 years of age respec- 
tively. In two, the pleural exudate did not contain any 
bacilli, as the perforation did not start in a caseous 
tubercle. The speakers suggest giving hormonal treat- 
ment only to patients with recent exudative noncavi- 
tary lesions. They believe that the use of hormones 
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prevents the pulmonary parenchyma from taking the 
place of the substances carried away through the lique- 
fied caseous cavity. 


Treatment of Intractable Pain.—In Semaine des Hopi- 
taux (Jan. 30, 1957), J. Sigwald and co-workers pre- 
sent the results of their treatment of intractable pain. 
They infiltrate the frontal lobe with procaine through 
a suborbital opening according to a technique of their 
own. The operation takes about 10 minutes for each 
side. It may be practiced in the ward. Of 20 such in- 
filtrations, the results have been excellent in 7, fair in 
10, and poor in 3. Although minor complications may 
occur, no psychic disturbance nor any alteration of 
personality has been observed after these infiltrations. 


Coenzyme A in Chronic Arteritis.—At the meeting of 
the Medical Society of the Hospitals in Paris on Dec. 
7, M. Perrault and F. Kirsch reported their results with 
coenzyme A in 20 patients with chronic arteritis re- 
fractory to any of the usual treatments. The new treat- 
ment failed in only two cases. They gave each patient 
two intramuscular or intravenous injections a week of 
300 mcg. of coenzyme A and reduced the injected 
dose to 150 mcg. a week as soon as improvement was 
noted. The speakers believe that the excess of lactic 
acid, a toxic metabolite in the blood of patients with 
arteritis, is transformed by coenzyme A turned into 
glycogen in the muscles and the liver. On the other 
hand, this coenzyme favors the synthesis of acetylcho- 
line, a vasodilator. 


Benzopyrine in Cigarettes.—The Bulletin de l’ Associa- 
tion francaise pour l'étude du cancer (no. 2, 1956) 
presents evidence that 3-4 benzopyrine is present in an 
extract of cigarette smoke. The authors set up an arti- 
ficial smoker, allowing it to burn cigarettes while regu- 
lating the speed of combustion. They noticed that the 
substance extracted from the tars of the cigarette pa- 
pers presents a spectrum identical to that of 3-4 benzo- 
pyrine. The burning of 100 cigarette papers yielded 
3 meg. of this product, but the burning of 100 cigar- 
ettes yielded only 1.2 meg. This suggests that tobacco 
contains some substance having an inhibitory action 
on the formation of 3-4 benzopyrine. The authors 
have not yet been able to prove whether this compound 
is a carcinogen or only a very closely related deriva- 
tive of a carcinogen. 


INDIA 


Constituents of Urine in Health and Disease.—Pain 
and Banerjee (Indian Journal of Medical Research, 
January, 1957) studied the total and nonprotein nitro- 
gen, urea nitrogen, ammonia nitrogen, amino acid 
nitrogen, creatinine, creatine, and uric acid in 50 
normal subjects, 25 patients with cirrhosis of liver, 25 
with subacute nephritis, and 20 with hypertension. 
The normal subjects consumed 80 to 110 Gm. of pro- 
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tein, with an average intake of 2,100 calories per day; 
patients with cirrhosis and subacute nephritis took 
100 to 120 Gm. of protein with a 2,200-calorie diet; 
and hypertensive patients took 75 to 85 Gm. of protein 
with a 2,400-calorie diet. Twenty four-hour urine 
samples were collected from each patient for three 
consecutive days. Cirrhotic patients excreted more 
amino acid nitrogen and ammonia nitrogen and less 
of the other constituents than normal subjects. They 
also excreted creatine, which was absent in the urine 
of normal persons and other patients studied. Patients 
with subacute nephritis had albuminuria. They ex- 
creted more amino acid nitrogen, but the excretion of 
other constituents was greatly diminished. Hyperten- 
sive patients also had albuminuria. In their specimens 
all the nitrogenous constituents were low, possibly 
because of renal failure. 


Nature of Union Between Chloramphenicol and Anti- 
bodies.—C. M. Rangam and co-workers (Indian J. M. 
Se. 11:1, 1957) reported that chloramphenicol has 
been found by some workers to lower the agglutinat- 
ing titers of serums of patients with typhoid while 
others have observed contradictory results. It has been 
suggested that the lowering of the titers is due to a 
physical union between chloramphenicol and _ anti- 
bodies against Salmonella typhi. The authors, there- 
fore, studied the nature of this union. They found that 
incubation of rabbit immune serum with chloram- 
phenicol caused a decline in its antibody titer, which 
was restored to its former level by refrigeration. Alter- 
nate incubation and refrigeration with charcoal or a 
mixture of charcoal and chloramphenicol gave iden- 
tical results. Progressively increasing quantities of 
chloramphenicol were demonstrable in the globulin 
fraction of the serums during the incubation phase 
and progressively diminishing quantities during the 
refrigeration phase. The authors’ results pointed to a 
physical union between chloramphenicol and _ anti- 
bodies through adsorption. 


Sarcoma of the Breast.—S. Kuruvilla (Journal of Post- 
graduate Medicine, January, 1957) reported a series 
of 30 patients with sarcoma of the breast. With ade- 
quate treatment, sarcoma has a better prognosis than 
carcinoma of the breast. The 30 patients were seen 
at the Tata Memorial Hospital, Bombay, during the 
years 1941 to 1955. In the same period there were 
1,596 cases of carcinoma of the breast. The age of the 
patients with sarcoma ranged from 18 to 77 years, 18 
being between 21 and 40 vears. In all patients the 
presenting symptom was a lemp in the breast. In six, 
there was a history of a previous operation for the 
disease. In one, there were six recurrences. Retraction 
of the nipple was present in one patient. Enlarged 
axillary lymph nodes were palpated in six patients. 
The duration of the symptoms varied from 1 month 
to 15 years. Histologically, fibrosarcoma was the com- 
monest form of sarcoma; the other forms were cysto- 
sarcoma phylloides, lymphosarcoma, carcinosarcoma, 
and myosarcoma. In both fibrosarcoma and cystosar- 
coma phylloides there is often a history of a long- 
standing tumor that has suddenly started growing 
rapidly. Such a history was present in all the three 
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cases of malignant cystosarcoma. Three of the fou, 
lymphosarcomas were seen in young patients. In on, 
patient there were lumps in both breasts and a mag 
in the hypogastrium. Later she developed a genera). 
ized involvement of lymph nodes and subcutaneoy; 
nodules. All three cases of carcinosarcomas were of 
less than four months’ duration when first seen. The 
carcinomatous and sarcomatous elements in the pri. 
mary tumor were mixed, but metastases in lymph 
nodes showed only the carcinomatous element. One 
patient had bilateral lumps, one being a carcinosgr. 
coma and the other a fibroadenoma. Metastasis to re. 
gional lymph nodes is rare in sarcomas of the breast 
with the exception of carcinosarcoma and lymphosar. 
coma. Lymph node involvement in fibrosarcoma indi- 
cates a grave prognosis. Metastasis to bones was seep 
in three patients with fibrosarcoma and to the lung; 
in one with fibrosarcoma and in one with carcino. 
sarcoma. 


Central Council of Health—At the meeting of the 
Central Council of Health held at Ranchi in Decem. 
ber, the Union Minister of Health said that good 
progress had been made in many fields and some 
notable developments had taken place. The targets 
laid down for nursing and ancillary personnel can be 
reached by intensifying the training program to over- 
come the shortage. The centrally aided training 
schemes for the training of health visitors and auxiliary 
nurse-midwives, which started in the first Five-Year 
Plan, are to be continued in the second Five-Year 
Plan. Special attention is necessary for the orientation 
of the workers on the village level in the fundamentals 
of public health and environmental sanitation. The 
village-level worker is in day-to-day touch with the 
people and has been especially trained in the proper 
approach to the people in order to seek their ac- 
ceptance of new ideas and skills for the improvement 
of health and prevention of disease. Malaria control 
has progressed satisfactorily. Fortunately no resistance 
to insecticides has so far been reported in vectors, and 
as it usually takes a few years for such resistance to 
develop, an all-out effort will be made to completely 
eradicate malaria within the next few years. The mass 
BCG campaign made excellent progress until April, 
1955, but it has bogged down since then because of 
the unsatisfactory conditions of service for the BCG 
staff and inadequate publicity. Other tuberculosis 
control measures included in the second Five-Year 
Plan are, however, being developed. The main features 
of this program, in addition to a BCG campaign, in- 
clude (1) establishment of 300 fully equipped tuber- 
culosis clinics; (2) establishment of 12 tuberculosis 
demonstration and training centers in association with 
medical colleges; (3) provision of 4,000 beds in dif- 
ferent parts of the country; (4) establishment of a re- 
habilitation and aftercare center in association with 
large clinics; and (5) research work in collaboration 
with the Indian Council of Medical Research. 
Although leprosy control has been slow, mainly be- 
cause of the scarcity of suitably trained personnel, 
both medical and paramedical, of the 40 pilot project 
centers envisioned under the scheme, treatment and 
study centers and 30 subsidiary centers have been 
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stablished. A central leprosy teaching and research 
igstitute has been established in Tirumani, Madras. 
Health education is assuming increasing importance. 
4 short training course for health educators has been 
instituted at the All-India Institute of Hygiene and 
Public Health, Calcutta. Arrangements are now al- 
most complete for introducing an advanced course 
for health education specialists. A family planning 
research and program committee has been set up to 
make recommendations to the government. Two 
thousand family-planning clinics are to be opened in 
rural areas during the second Five-Year Plan period 
in association with primary health units. At each 
urban and rural clinic contraceptives will be dis- 
tributed free of charge. 


NORWAY 


Prof. Carl Miiller—On the occasion of Prof. Carl 
\iiller’s 70th birthday last November his former and 
present collaborators joined in publishing a commem- 
orative volume composed of original articles chiefly 
concerned with cardiovascular diseases. This volume 
is published as a supplement to Acta medica scandin- 
avica. All the 17 articles are in English. The volume 
opens with a brief appreciation of Miiller as teacher, 
research worker, and physician. As a teacher he has 
been a constant source of inspiration to his pupils and 
assistants, and as a research worker he has a well- 
earned international reputation based, among other 
things, on his study of hereditary xanthomatosis ( Har- 
bitz-Miiller’s disease) and its relation to coronary 
disease. 


Penicillin Risks.—Dr. O. K. Harlem ( Tidsskrift for den 
norske Leegeforening, Feb. 15, 1957) sent an elabo- 
rate questionnaire to 1,215 persons who had been pa- 
tients in the hospital or in a private medical practice 
or were employees in one of two industrial concerns. 
They were asked if they had been given penicillin and, 
if so, in what way; if the penicillin treatment had been 
adequate; and how frequent and how intense certain 
complications had been. Of these persons, 621 had 
been given penicillin. This represented 67% of the 194 
hospital patients but only 46% of the 325 employees in 
industrial concerns. Only 16 persons, or 1.3%, had had 
complications after penicillin treatment, and among 
them there were only 7 whose complications (urtica- 
tial reactions ) could be regarded as definitely allergic 
reactions due to penicillin. This brings the penicillin 
tisk down to 0.6%. Only in two patients had the re- 
action necessitated discontinuance of the treatment. 
In 86% the penicillin had been given by injection, in 
10% by mouth, and in only 4% in the form of local 
applications (ointments, drops, inhalations). The 
comparative immunity enjoyed by the 621 persons 
given penicillin may partly be traced to the rarity with 
which penicillin was given as a local application, a pro- 
cedure of which the author disapproves. A classifica- 
tion of the persons according to age suggests that 
when penicillin treatment has been in use longer 
nearly all of the community will have become “peni- 
cillinized.” Only about half the persons given penicil- 
lin had received it for four days or longer, and those 
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who had been treated for a shorter time could hardly 
have been given adequate treatment. Several of the 
recipients of penicillin had been given it on inadequate 
indications. Harlem compares his penicillin allergy 
rate of 0.6% with those of several American observers 
whose estimates of the penicillin complication rate 
have ranged from 5% to 15%. 


Norwegian Aid for Underdeveloped Countries.—Be- 
tween 1950 and 1955, Norway put 75 experts in vari- 
ous sciences at the disposal of the United Nations. A 
brochure issued by the Norwegian United Nations’ 
Union gives an account of the work of seven of these 
experts in six countries. One of them, Dr. J. Kvittingen, 
became a consultant for the combined international- 
national health project in Addis Ababa, Ethiopia. 
Working at the venereal disease polyclinic and labora- 
tory in Addis Ababa, he had to get along without 
fully qualified assistants most of the time. He came 
to the conclusion that the widespread dissemination of 
syphilis constituted the greatest health problem in 
Ethiopia. After the spring of 1955, excellent assistance 
was obtained from American-trained Ethiopian health 
educators, and many of the patients learned how im- 
portant it is to bring the person from whom they had 
got their infection to the polyclinic. In 1954, there 
were no fully qualified Ethiopian physicians in the 
country, and the few foreign physicians were a very 
mixed lot. Without exception, the physicians attached 
to the various missions did excellent work. While the 
Norwegian mission was stationed south of Addis 
Ababa, the Swedish mission was stationed to the west 
of the capital. The medical officers of these two mis- 
sions were most active, and the work they got through 
was impressive. Among the private practitioners were 
many Italians who had remained in the country after 
the occupation. 


SWEDEN 


Hypophysectomy for Malignant Disease.—At the Sera- 
fimer Hospital in Stockholm, Professor Olivecrona and 
co-workers continue to operate on the pituitary body 
with a view to the cure, or at least the arrest, of malig- 
nant disease, particularly cancer of the breast. Their 
latest observations (Nordisk medicin, Jan, 24, 1957 ) 
concern a series of 75 patients. In addition to 55 
women and 2 men with cancer of the breast, there 
were 10 men with cancer of the prostate. The remain- 
ing patients had a variety of malignant tumors. In 5 of 
the 10 men with prostatic tumors, arrest or remission of 
the disease was noted. Two of those with remission 
had previously undergone other endocrine treatment 
without benefit. A remission could be claimed in 54% _ 
of the patients with cancers of the breast. Almost 
the same percentage (56% ) has been claimed by other 
surgeons operating on the pituitary body for malignant 
disease. This remission rate of at least 50% may be 
higher than that of any other endocrine method of 
treatment, but Olivecrona does not therefore jump to 
the conclusion that hypophysectomy is necessarily 
superior to other methods. In six patients with remis- 
sion, the hypophysectomy was certainly incomplete. 
Metastasis to the brain and extensive metastasis to the 
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liver may possibly be contraindications to this opera- 
tion as well as ages over 60 years. The mean duration 
of the remissions effected in the women with metastatic 
breast cancer was about 17 months. Remissions could 
be claimed for both the men suffering from metastatic 
breast cancer. 


Chancroid.—Chancroid continues to be essentially a 
seaman’s venereal disease imported from abroad. Its 
frequency has fallen to such an extent that it is now 
rare. In the 10-year period 1946 to 1955, only 491 such 
cases were reported in the whole of Sweden. A series 
of 260 patients, 14 of whom were women, was studied 
by Bjérnberg and Krook (Svenska likartidningen, 
Feb. 1, 1957). Most of the 246 male patients were 
seamen, and while most of them had been infected in 
foreign ports, all the women had been infected in 
Sweden. Several of the patients had had, or still 
suffered from, some other venereal disease, and as 
many as 36 also suffered from recent syphilis. Gon- 
orrhea was also a common complication, as were 
scabies and pediculosis pubis. None of the 36 patients 
suffering also from recent syphilis had been treated 
with penicillin before coming to the hospital. On the 
other hand, there was not one case of recent syphilis 
among the 37 patients who had been treated with peni- 
cillin before hospital admission. In all the 37 patients, 
the chancroid had shown no sign of improvement with 
the penicillin treatment given on board ship without 
the benefits of an accurate medical diagnosis. Al- 
though the broad-spectrum antibiotics are undoubted- 
ly effective against chancroid, it may be well to avoid 
them as they may mask a simultaneous syphilitic in- 
fection. The authors are well pleased with the sulfon- 
amide treatment of chancroid, and they combine oral 
therapy with sulfonamides with local sulfonamide 
applications. Such treatment, persisted in for three to 
seven days, may be relied on to cure practically every 
case. The concomitant bubos yield to injections of 
penicillin, which does not, however, seem to have a 
definitely therapeutic effect on the soft chancre itself. 


New Mode of Intoxication.—In September, 1955, the 
admission to the hospital of an emergency case of 
what was thought to be acute alcoholism in a 13-year- 
old boy led to the discovery of a rather widespread 
vice in boys of school age. Altogether 32 schoolboys 
were examined. Of these, 27 underwent sternal punc- 
ture and others underwent electroencephalography 
while under the influence of inhalations of “thinner,” a 
solution much in use in the painting industry as a 
cleaning and solvent agent. An analysis of this solution 
showed that it contains ethyl and butyl acetate, ethyl 
and butyl alcohol, toluene, and probably some benzine. 
Reporting on these cases in Svenska lékartidningen for 
Jan. 4, Christiansson and Karlsson express grave con- 
cern over the psychiatric, sociological, and toxicologi- 
cal problems raised. Among the 32 boys, 18 had been 
addicted to this vice for at least six months, and there 
were some who had indulged in it for about five years. 
“Thinner” is dripped on a pad of absorbent cotton or 
a pocket handkerchief which is pressed against nose 
and mouth and then inhaled. The “thinner” is also 
inhaled as a spray directed against the lining of the 
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nose and mouth. A sense of intoxication soon follow; 
and complete unconsciousness may occur. In 10 of the 
cases examined by sternal puncture, reactive changes 
were found in both the protoplasm and the nucle; of 
the blood cells, the former showing increased grany. 
lation and the latter alterations in the arrangement of 
chromatin. The electroencephalographic changes jp. 
dicated cerebral stimulation, and it is doubtful jf a 
the changes effected by prolonged indulgence in thi 
vice are reversible. There is also the risk of addictioy 
to it. This vice, known by the boys as “sniffing,” jg , 
serious matter requiring prophylactic measures, but 
considering how useful “thinner” is in the painting 
world, it may be difficult to have restrictions imposed 
on its sale. 


UNITED KINGDOM 


Mass Radiography.—During the winter of 1955-1956, 
the mass radiography service of the Liverpool Re. 
gional Hospital Board carried out an intensive surve 
in the district of Bootle. Wide publicity was given to 
the scheme through the local newspapers, cinemas, 
leaflets, talks, loudspeakers, and door-to-door can- 
vassing. The attendance of nearly all of the eligible 
school children was the most encouraging feature. 
The results (Lancet, Jan. 19, 1957) revealed that of 
22,340 persons examined, 52 needed immediate treat- 
ment for tuberculosis and 580 had lesions that needed 
further study. Twelve cases of carcinoma, 98 of bron- 
chiectasis, and 332 of cardiac abnormalities were also 
discovered. These results indicate the value of this 
method of case finding. 


Nursing Homes.—The 1955 report of the health officer 
for London shows that there has been a steady de- 
crease in the number of nursing homes from 170 in 
1937 to 48 in 1955. Rising costs have been the main 
factor. Accommodation charges, which, before World 
War II, ranged from $14 to $24 a week, in 1955 
ranged from $30 to $70 a week. The number of in- 
mates in nursing homes dropped from 3,167 in 1947 
to 1,091 in 1952. Fewer operations are performed in 
these homes and more of the beds have been used 
for medical cases, the chronically sick, and senile 
patients. Establishments where the aged are cared 
for fill a real need. Since in many staff positions a 
practical rather than a trained nurse will suffice, the 
smaller nursing homes might well turn their attention 
to the care of nonsurgical elderly patients. 


Vagal Resection for Duodenal Ulcer.—Although vagal 
resection for the treatment of duodenal ulcer has not 
been generally accepted in this country, A. A. Mac- 
Kelvie in the British Medical Journal of Feb. 9 pre- 
sented an analysis of 473 consecutive cases so treated; 
76% of the patients had received medical treatment 
for the condition as outpatients and 19% while in the 
hospital. Symptoms had been present for more that 
five years in at least half of the patients, and 33% had 
had either a perforation or noteworthy hemorrhage. 
The operation was performed through the abdominal 
wall after the left lobe of the liver had been mobilized. 
The esophagus was mobilized, at least 5 cm. of each 
vagus nerve was resected, and any residual twigs of 
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he nerves carefully sought. Of 118 patients on whom 
‘his operation was performed, in 28% the results were 
yor due to the need for later performing a gastro- 
nterostomy to relieve gastric retention and such 
ather symptoms as flatulence and diarrhea. In view 
{ this fact, in 332 patients the vagal resection was 
ombined with gastroenterostomy, and an excellent 
sult, with a mortality of only 2%, was obtained in 
over 90% of these patients. A similar excellent result 
was obtained in 19 patients in whom vagal resection 
was combined with pyloroplasty, but vagal crush as a 
gle procedure in four patients produced no benefit. 
The author believes that vagal resection with a com- 
bined gastroenterostomy or pyloroplasty is the method 
of choice in the treatment of duodenal ulcers. 


Traumatic Rupture of Extrahepatic Bile Ducts.— 
john A. McCredie (British Medical Journal, Feb. 2, 
1957) reported two cases of damage to the extrahepatic 
bile ducts in young children. In each case the damage 
was the result of a traffic accident. The lesion was 
not recognized at laparotomy. In one patient a biliary 
fistula was present for three weeks, and in the other 
biliary ascites required frequent aspiration. In both 
patients spontaneous healing took place. Roentgeno- 
graphic investigations, with the use of iodipamide 
sodium as the contrast medium, revealed a normal 
biliary tree, and as a result of this experience the au- 
thor suggests that attempts to repair recently trauma- 
tized extrahepatic ducts may increase the likelihood 
of stenosis. In such cases, simple abdominal drainage 
and possibly cholecystostomy is all that is required. 


Car Design.—In 1954 traffic accidents accounted for 
3,010 deaths in Great Britain. William Gissane, (Brit- 
ish Medical Journal, Feb. 16, 1957) states that this 
compares favorably with figures from Germany, 
France, and Italy, whose populations are less than 
that of Great Britain. The figures for these countries 
were 11,565, 7,539, and 5,281 respectively. Although 
many factors may account for this difference, Gissane 
postulates that the popularity of small, low, light- 
weight cars in these countries may be a factor. With 
the return of gasoline rationing in Great Britain, these 
small cars are becoming increasingly popular. This is 
to be deplored from the safety angle. The author ad- 
vocates the solid construction of body work with good 
design, incorporation of a good length of steel between 
the driver and anything he might hit, safe design of 
steering wheel, shatterproof glass, and a car high 
enough to give the driver a good view of the road. 
He bases his views on many years of hospital experi- 
ence and believes that the saving on gasoline may 
have been bought at too high a price. 


Treatment of Periarteritis Nodosa with Cortisone.—A 
committee appointed by the Medical Research Coun- 
cil to investigate the effect of cortisone on the course 
of periarteritis nodosa reported (Brit. M. J. 1:608, 1957) 
that as the prognosis of the disease is so grave, it is 
considered unethical and impracticable to have a 
treated and a control series. A retrospective series of 
control patients treated before the introduction of 
cortisone was used for comparison. The diagnosis in 
all patients admitted to the trial was proved by means 
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of biopsy specimens. Treatment, with a dosage of 200 
mg. daily by mouth for a week, was started as soon 
as a positive diagnosis was made, or before, in the 
case of seriously ill patients. This daily dosage was 
raised 100 mg. each week until full suppression of the 
disease was obtained, or until the side-effects became 
intolerable. Once suppression occurred an attempt 
was made to reduce the dosage to a maintenance 
level. In patients with hypertension, which materially 
affects the prognosis, special care was taken if the 
blood urea level was over 60 mg. per 100 ml. or the 
diastolic blood pressure was over 110 mm. Hg. Strict 
comparison between the treated patients and the con- 
trols was not possible because of the much higher 
incidence of hypertension in the control group. When 
the patients with hypertension were included in the 
comparison, the results indicated that cortisone pro- 
duced quicker relief of symptoms and suppression of 
signs in the treated group. When the hypertensive 
patients were not included, the difference in the 
treated and untreated patients was small, but sta- 
tistically in favor of the cortisone-treated patients. 
The securing of a sustained suppression of outward 
manifestations of periarteritis nodosa required such 
large dosage of cortisone in some patients that trouble- 
some side-effects were produced. 


Penicillin in the Treatment of Breast Abscess.—De 
Jode (Lancet 1:560, 1957) reports that the advent of 
antibiotics has not diminished the number of cases of 
breast abscess treated in hospital. Of 68 consecutive 
cases seen at the London Hospital, Micrococcus pyo- 
genes was grown in cultures from 64. When childbirth 
had taken place in the hospital, 90% of the cultured 
micrococci were penicillin-resistant, whereas the figure 
dropped to 71% in those cases where birth had oc- 
curred at home. Of 100 consecutive cases of breast 
abscess, 68 were lactational and 32 non-lactational. 
Penicillin alone or with other antibiotics was used in 
44 of the laboratory cases, other antibiotics alone in 
4, and in the remainder of the cases no antibiotic was 
used. When the or anism in the abscess was penicillin- 
resistant. both the number of surgical incisions re- 
quired and the healing time were increased in com- 
parison with that in the cases in which no penicillin 
was given. The masking of signs of inflammation may 
lead to serious delay in instituting drainage, with the 
result that an excessive amount of breast tissue is 
destroyed, amounting in sume cases to a functional 
mastectomy. 

A further consequence of this destruction of breast 
tissue is the increased liability to further breast ab- 
scesses, particulary after later pregnancies. Use ol 
penicillin should be restricied to early cases of acuce 
mastitis, and thea only when the mother has not been 
delivered in hospitai and there is therefore a reasun- 
able chance of dealing with an organism sensitive to 
penicillin. If there is no response in 48 hours, the use 
of penicillin should be discontinued. Care should be 
taken to see that the patient is kept under supervision 
to ensure that the condition is cured and not merely 
masked. When an abscess has formed, early and 
effective drainage is the surest way of obtaining 
early healing. 


j 
Be 
| 
3 
Be... 
— 
‘Ary 
5 
it 
ay 


METHYLATED STEROIDS AND JAUNDICE 


To the Editor:—Orally given methyltestosterone has 
been used in clinical practice since its introduction by 
Foss in 1939 (Brit. M. J. 2:11, 1939) both for its ana- 
bolic and for its androgen effects. It was not until 1947 
that Werner (Am. J. Med. 3:52, 1947) suggested that 
its use might rarely be associated with jaundice. Other 
reports followed (Kinsell, L. W.: Gastroenterology 
11:672, 1948; Werner, S. C.; Hanger, F. M.; and Kritz- 
ler, R. A.: Am. J. Med. 8:325, 1950; Wood, J. C:: 
J. A. M. A. 150:1484-1486 [Dec. 13] 1952; Van Dom- 
melen, C. K. V., and Van der Steur, J. C.: Nederl. 
tijdschr. geneesk. 99:2732, 1955; Brick, I. B., and Kyle, 
L. H.: New England J. Med. 246:176, 1952). Accord- 
ing to Werner and co-workers (ibid.) the whole 
picture of jaundice associated with methyltestosterone 
seems to be due to bile stasis. Biopsy showed dilated 
bile canaliculi in the central zones plugged with masses 
of bile pigment, and there was very mild hepatic cell 
damage in these central areas. The cephalin-floccula- 
tion reaction was negative, the serum alkaline phos- 
phatase level only moderately elevated, and the serum 
bilirubin value increased. Although jaundice may be 
protracted, recovery is complete; in three patients who 
had recovered, renewed administration of this methy- 
lated compound only reproduced jaundice in one and, 
furthermore, as Gordon (Yearbook of Endocrinology, 
1955-1956 Series, Chicago, Yearbook Publishers, Inc., 
1956) states, “One reason for doubting the causative 
role of methyltestosterone is that the icterus is re- 
ported to disappear spontaneously, even when admin- 
istration of the compound is continued.” He had not 
seen a case after considerable experience with this 
substance. 

Since testosterone has not been so implicated, some 
pharmaceutical literature has given this as a reason 
for discontinuing use of methyltestosterone in favor of 
tablets of testosterone for sublingual or sublabial use. 
Though testosterone when given orally is ineffective 
owing to deactivation by the liver, the makers and 
others claim that, given by the sublabial route, it is as 
effective as parenterally administered esters. Methy]- 
testosterone, on the other hand, is effective when 
swallowed and when absorbed sublabially, although 
it is slightly more efficient by the latter route (Foss, 
G. L.: J. Endocrinol. 13:269, 1956). The metabolism of 
these two substances is apparently different in that 
methyltestosterone increases creatinuria and does not 
increase the 17-ketosteroid value. 

In a fairly extensive use of methyltestosterone with 
doses ranging from 5 to 150 mg. daily over prolonged 
periods up to 10 years, it so happens that we have only 
encountered one possible case of jaundice which might 
have been attributed to methyltestosterone therapy. 
Since for practice purposes it would be a pity to omit 
the use of methyltestosterone, unless its association 
with jaundice were shown to be a direct sequence and 
not merely coincidental, we felt we should try to 
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ascertain whether any other physicians have noted 
jaundice associated with this therapy. After letters to 
Lancet (1:1020, 1956) and the British Medical Journg| 
(2:1426, 1956) on similar lines, we have received 
information about a further 10 cases in Britain and the 
Commonwealth in which there appeared to the ob. 
server to be an association between the taking of 
methyltestosterone and the appearance of jaundice 
although in many of these cases there seemed to be 
good evidence that hepatic disease in some form was 
present before methyltestosterone was taken. 

We are venturing to submit this letter to THE Jour. 
NAL to give us the opportunity of learning from its 
readers either in a published letter or private com- 
munication of any cases they may have encountered in 
their practice, whether the jaundice had any special 
characteristics, and whether this was direct proof or 
probability of cause and effect. Since commencing this 
investigation it seems to us that the enquiry should 
be extended to other methylated steroids such as 
methylandrostenediol, methylandrostanolone, methy|-9 
a-fluorohydrocortisone and 9 a-fluoro-11 8-hydroxy-17 
a-methyltestosterone. 


G. L. Foss, M.D. 
3, Litfield PI. 
Bristol, 8, England. 


S. L. Srmmpson, M.D. 
77, Harley St. 
London, W. 1., England. 


BREAST CARCINOMA AND TRIETHYLENE- 
THIOPHOSPHORAMIDE 


To the Editor:—An article by Bateman and Carlton 
(THE JourNAL, Oct. 20, 1956, page 701) on the use 
of triethylenethiophosphoramide (thio-TEPA ) presents 
data suggesting that this drug has unusual properties 
in controlling primary and disseminated carcinoma of 
the breast. These authors maintain it is of special value 
when injected directly into the tumor site, although 
claims are also made of good effects on cerebral, osse- 
ous, and pulmonary metastases after systemic admin- 
istration. 

Conclusions as to the value of any therapeutic pro- 
cedure in patients with disseminated cancer of the 
breast are usually fraught with error because of the 
variability of the natural course of the disease, varia- 
tions in the selection and size of clinical samples, and 
the difficulty in measuring objective regression of the 
disease. Even when undisputed tumor regression does 
occur, it is necessary to determine if regression is due 
to the agent under investigation or to ancillary therapy, 
or even to late effects of previous treatment. It seems 
apparent in the article cited that other modalities, not- 
ably irradiation, were employed concurrently with 
triethylenethiophosphoramide. The definition of “im- 
provement” is not clear in this article, but one obtains 
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he impression that, if any lesion regressed during 
erapy, that constituted improvement by their cri- 
ria, irrespective of the course of other tumor me- 
ystases. A safer definition of tumor regression is that 
elected by the Subcommittee on Breast and Genital 
Cancer of the Committee on Research of the Amer- 
ican Medical Association: “regression of major lesions 
without progression of any lesion or development of 
new lesions.” 

It is logical to expect local tumor regression at the 
site of injection of any caustic, cytotoxic, or sclerosing 
jgent, but the value of such treatment in carcinoma of 
the breast is very limited. Isolated troublesome lesions 
usually can best be treated by irradiation or surgery. 
jlthough triethylenethiophosphoramide is useful when 
injected into the pleural space for the control of neo- 
plastic disease effusions, it does not appear to be su- 
perior to nitrogen mustard or radioactive gold. Others 
who have used this drug do not agree that it is “not- 
able” for its lack of side-effects, and serious bone 
marrow depression has been repeatedly reported. 

At the present time it is the consensus of those 
working in the field of cancer chemotherapy that 
triethylenethiophosphoramide is of no more value than 
other alkylating agents. All these agents have been 
disappointing from the point of view of generalized 
tumor suppression in cancer of the breast, and their 
usefulness in this disease is probably limited to the 
control of effusions complicating metastatic disease. 


SAMUEL G. Taytor III, M.D. 
Presbyterian-St. Luke’s Hospital 
1753 W. Congress St. 

Chicago 12. 


PROTECTIVE COATING FOR PLASTER CASTS 


To the Editor:—During the course of routine fracture 
care in a large clinic one is impressed with the high 
rate of destruction of plaster casts, especially by chil- 
dren. A good number of the casts disintegrate under 
the strain of the writings, carvings, and washings to 
which they are subject. The frequent wettings of casts 
during the routine of spe reduce many to the point 
where they resemble a soft rubber bandage. Not in- 
frequently, reapplication of casts is required. More 
rarely, position of fractures is lost by failure of weak- 
ened plaster to maintain immobilization. 

It has been found that the external spraying of casts 
with Krylon plastic reduces these problems. This 
Dupont plastic spray is dispensed in pressure cans 
and may be purchased at most paint or hardware 
stores for about $1.50. The spray may be applied im- 
mediately without waiting for the cast to dry. One or 
two light applications have usually been sufficient. 
No irritation of skin has been noticed. 

Approximately 75 casts have been treated by ex- 
ternal spraying with Krylon plastic. The life span 
of the cast was definitely increased; in fact it was 
found that the cast could frequently be made lighter 
due to the added hardness of the finish. Dirt and 
grime may be removed by wiping with a damp cloth. 
The glass-like surface resisted all but the most deter- 
mined autograph artists. An ordinary dousing with 
water in no way weakened the plaster. 
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If the operator be in the mood for frivolity, casts 
may be coated in pink, blue, or any other color that 
might delight the patient's fancy. Indeed, there have 
been several occasions when the use of this modality 
has helped in gaining rapport with a difficult child. 


Joun A. Saxson, M.D. 
Cooper Hospital 
Camden, N. J. 


SUBSCRIPTIONS FOR ABROAD 


To the Editor:—I have recently received the various 
publications of the A.M.A. through arrangement with 
the Christian Medical Society, and I wish to express 
my deep appreciation of this wonderful help. Patients 
come from many miles to be treated by “the American 
doctor.” In a way we are representing the whole medi- 
cal profession in America to these people. For we are 
all that they see of American medicine at work. If we 
fail, American medicine has failed in their eyes. 

I am in charge of a small mission hospital in village 
India. Villagers look to us for the final help when all 
other help has failed. They will not go a long way to 
another hospital for consultation. If we can not help 
them, they usually go back to their village to die; 
hence versatility and a broad knowledge of medicine 
and surgery are of vital importance, The publications 
you are sending are an immense help. 

Our financial resources are very limited, and our 
Indian doctor’s is even more limited. May I say that 
the literature vacuum is one of the biggest problems 
to the progress of medicine in backward areas. It is 
comforting to know that you at home are interested in 
doing all you can to help in this and many other ways 
as we serve God and our fellow men in this remote 
and backward area. 

C. Hort, M.D. 
TEAM Hospital 
Chinchpada, West Khandesh 
Bombay State, India. 


MISCELLANY 


AMERICAN COLLEGE OF PHYSICIANS 
MEETING 

The keynote of the annual meeting of the American 
College of Physicians in Boston in April was sounded 
by Dr. Walter L. Palmer, its president, who said that 
he did not believe that medicine was moving too fast 
but that many patients are expecting too much of it. 
Modern drugs have made a valuable contribution to 
the practice of medicine, but to call them miracle 
drugs is to create a false concept in the minds of the 
public. The most important things in medicine are 
still to discover the pathogenesis of the many diseases 
for which this is unknown or imperfectly known and 
to increase the accuracy of diagnosing the patient's 
condition. Greater attention should be paid to the 
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information obtainable through the physical exam- 
ination. G. E. Schreiner deplored the fact that many a 
physician today either does not have a microscope in 
his office or does not use it to examine the patient’s 
blood and urine. Many diagnoses would be made 
months or years earlier to the great benefit of the pa- 
tient if such examinations were made routinely in 
office practice. Henry I. Russek warned that in the 
physician’s zeal to use new and powerful drugs he 
must be sure that the cure is not worse than the dis- 
ease. For example, a fine balance must be struck be- 
tween the amount of an anticoagulant drug necessary 
to prevent thrombosis and the amount that will pro- 
duce bleeding. The risk involved is justified when 
treating the more serious cases, but these powerful 
drugs are all too often given to patients with mild 
attacks and in whom the prognosis for recovery is 
excellent. The giving of the drug only subjects such 
patients to a needless risk. Robert P. McCombs pur- 
sued this theme from another angle. Persons who rush 
to take every new drug that is announced lay them- 
selves open to serious drug reactions. It is estimated 
that such reactions are 10 times as common as they 
were just after World War II. No new drug should be 
taken without medical supervision, and the physician 
who prescribes it should be alert to detect untoward 
signs that may be the result of treatment. 

Immunity.—At a panel on factors influencing resist- 
ance to infection, it was agreed that the wonder is not 
that people get sick but that in an environment teem- 
ing with many kinds of infectious agents so many stay 
well. In some cases heredity is a factor in resistance to 
disease. Resistance to infection may be weakened by 
a variety of causes. Infection with one organism may 
open the door to a host of secondary invaders. Preg- 
nancy, industrial poisons, ionizing radiations, splenec- 
tomy, and diabetes mellitus are some of the other fac- 
tors reducing resistance. Charles A. Janeway said that 
chicken pox, usually one of the most harmless of the 
childhood infections, may end fatally in a child who 
has been taking large doses of cortisone or related 
preparations. 

Coronary Heart Disease.—David P. Barr said that 
coronary heart disease depends on three factors: he- 
redity, sex hormones, and the amount of fat in the diet. 
These factors control the distribution and concentra- 
tion of the blood lipids that lead to coronary thrombo- 
sis. The first cannot be controlled, but an understand- 
ing of the changes induced in the serum lipid spectrum 
by gonadal steroid administration may be useful in 
evaluating the greater vulnerability of men than wom- 
en to coronary atherosclerosis, according to R. H. Fur- 
man and R. P. Howard. Ancel Keys stated that the 
theory that the diet, and especially its fat content, is 
important in the genesis of coronary heart disease is 
supported by recent experimental and epidemiologic 
studies. Fatty meals accelerate blood coagulation and 
inhibit fibrinolysis. Extensive experiments on men on 
controlled diets show effects on serum cholesterol 
concentration that prove to be predictable from knowl- 
edge of the amounts and kinds of fats fed. Attempts 
to show participation of dietary protein in the effects 
of dietary fats on cholesterol are negative. The serum 
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cholesterol differences between populations do po 
depend on differences in obesity or physical activity 
between those populations. Studies on Japanese men 
in Japan, Hawaii, and California reveal, as predicted 
a striking parallelism between the proportion of fat jp 
the diet, concentration of cholesterol in the blood, and 
the frequency of severe atherosclerosis and coronary 
heart disease. The serum cholesterol differences pro. 
duced in dietary experiments on man and observed in 
population comparisons are usually, if not always, due 
to beta-lipoprotein cholesterol. 

New Antidiabetic Drug.—R. P. Bradley and L, Pp 
Krall reported on the oral use of a nonsulfonamide 
preparation that they called DBI that has the advan. 
tages over carbutamide that it is nontoxic and is of 
some benefit to young as well as old diabetics. It low. 
ers the blood sugar level, and its only untoward side. 
effect appears to be nausea. The daily dose is only 
250 mg. Among the advantages of oral treatment for 
diabetes is the fact that some people who need treat- 
ment do not have the intelligence necessary to give 
themselves sterile injections of insulin. 

Tuberculosis.—Irving Kass stated that, since the ad- 
vent of effective antimicrobial therapy, the internist is 
more frequently faced with the responsibility of initi- 
ating or continuing the therapy in patients ill with 
tuberculosis. Unless the physician uses the antimicrobi- 
als properly, he can precipitate the emergence of 
resistance to the medicaments used. Once resistance 
has been established, no matter how intense the subse- 
quent therapy, sputum conversion to negativity is 
rarely achieved. The following technique constitutes 
effective therapy: Since isoniazid (INH) is most effec- 
tive on multiplying organisms, bed rest, unless the 
patient’s condition is toxic, is not required. Similarly, 
collapse therapy is not used in patients who retain 
drug sensitivity. The most effective drug therapy is 
administration of a combination of streptomycin for 
90 days and isoniazid daily for 18 months. This scheme 
does not result in the emergence of resistance and if 
the condition is initially sensitive to the medicaments, 
treatment failure does not occur. There is no standard 


-dosage of isoniazid. Patients vary in their ability to 


metabolize isoniazid; thus all patients should, prior to 
therapy with this drug, have a microbiological assay. 
About 50% of the patients are rapid inactivators; and 
effective isoniazid therapy is achieved only when 
aminosalicylic acid (PAS) is added to the regimen. 
Aminosalicylic acid competes with the isoniazid for 
the latter’s acetylating mechanism and permits a higher 
effective isoniazid blood level. Thus effective isoniazid 
dosage varies and should be determined by the results 
of the microbiological assay. J. L. Badger said that, 
although fewer patients are dying of tuberculosis, the 
number of active cases, many of them unattended by 
a physician, is increasing and the relapse rate has not 
declined. Although treatment with modern drugs 
brings about recovery without complications in 80 to 
85% of patients, the cause of failure in the remaining 
15 to 20% presents an urgent problem. The speaker 
blamed home-care schemes for most of the failures. 
Another factor is mistaking nocardiosis, which does 
not respond to antituberculosis drugs, for tuberculosis. 
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4 More Direct Liquefaction of Bronchial Secretion 
by Aerosol Therapy. E. R. Levine. Dis. Chest 31:155- 
168 (Feb.) 1957 [Chicago]. 


Bronchial secretion often presents the most difficult 
problem in the management of bronchopulmonary 
disease. It is necessary to eliminate this secretion in 
order to maintain a free airway, but irritation must be 
avoided. Aerosol therapy has become an important aid 
in the liquefaction of viscous secretion. The author 
evaluates 4 different classes of aerosols and shows 
that in bronchopulmonary disease an aerosol is needed 
that contains a liquid, a detergent, and a mucolytic 
chemical and that, moreover. is nonirritating to a nor- 
mal bronchus. Aerosols containing enzymes are not 
advisable because their use entails risks. After careful 
investigation an aerosol solution was prepared that is 
referred to as Aerosol Solution No. 2. It contains 
0.125% of the detergent Tergitol 08 (sodium 2-hexyl- 
ethylsulfate) and 0.1% of potassium iodide in sterile 
water. 

This aerosol was administered to 96 patients with 
severe chronic or acute coughs and with thick tena- 
cious, viscid, mucopurulent bronchial secretion. One 
characteristic that all these had in common was a 
spasmodic type of cough that produced noticeable 
dyspnea and, in some cases, actual cyanosis. In all of 
them, a wheeze was audible and rhonchi and sibilant 
rales were obvious in the chest before treatment had 
started. All of these patient had previously received 
broad-spectrum antibiotics for from 5 days to 2 weeks. 
Potassium iodide had been administered by mouth 
for from 3 to 4 weeks in 50% of the cases, with only a 
moderate amount of improvement. Several types of 
nebulizers were used. The routine was 4 treatment 
periods of one half hour each daily. The volume of 
aerosol used daily varied from 12 to 25 cc. Sixty of 
the 96 patients were over 40 years of age and 6 were 
children under 10 years of age. Treatment was con- 
tinued for from 1 week to 6 months. Almost all 


_ claimed some improvement immediately after the first 


inhalation, but there was no objective evidence of 
decreased viscosity or ease of expectoration until 
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approximately 24 hours after therapy was started. At 
the end of the first week of therapy, the sputum was 
definitely more liquid, and it expectorated easily with- 
out spasms of coughing in all of the patients treated. 
No irritation of mucous membranes or toxicity was 
noted. Clinical results were excellent in 66 and good 
in 30 patients. 


The Climate Factor in Perennial Respiratory Allergy 
and Its Relation to House Dust Sensitivity. D. Ord- 
man. Internat. Arch. Allergy 9:129-145 (No, 3-4) 1956 
(In English) [Basel, Switzerland]. 


During studies on allergic patients in various parts 
of the Union of South Africa, the concept of “climatic 
respiratory allergy” emerged. It was found that some 
allergic patients who are in fairly good condition 
while they are inland show more or less severe allergic 
symptoms when they live in coastal regions. Pollens, 
fungi, and other exogenic allergens could be excluded 
as causal factors in many of these patients, and it is 
suggested that the development of symptoms while 
the patients are in coastal regions is due to the com- 
bination of high temperature and high relative humid- 
ity. The question is raised whether in patients with “cli- 
matic” respiratory allergy the climate as such exerts 
a physiological effect or whether the combination of 
high temperature and high relative humidity renders 
potential sensitizing substances, such as house dust, 
more highly allergenic. The allergenic potency of 
house dust collected at the coast was compared with 
that collected inland by the “threshold-concentration” 
skin-testing method carried out on allergic patients. 
Coastal house dust was shown to be more highly aller- 
genic than inland house dust. There are indications 
that patients in the group with “climatic” respiratory 

llergy are benefited by desensitizaticn with extracts 
of coastal house dust. 


Does Tuberculosis Protect Against Cancer? H. Grosse. 
Ztschr. ges. inn. Med. 12:25-30 (Jan. 1) 1957 (In Ger- 
man) [Leipzig, Germany]. 


Earlier observers were under the impression that 
tuberculosis protected the patient against cancer, but 
later the concurrence of tuberculosis and of carcinoma 
of the lungs was observed with increasing frequency. 
This was generally explained by the fact that, with 
better treatment, patients with tuberculosis more 
often reach the “cancer” age. According to some in- 
vestigators the death rate of tuberculous patients even 
today is still 4.5 times higher than that of the general 
population. Thus malignant tumors should be only 
about one-fourth as frequent in autopsies on tubercu- 
lous patients as in controls of the same age. The 34,- 
650 autopsy reports studied by the author revealed 
3,115 cases of active tuberculosis and 7,511 cases of 
malignant tumors; 212 of the malignant tumors, in- 
cluding 58 pulmonary cancers, occurred in the pa- 
tients with active tuberculosis. 
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Further analysis of these autopsy reports revealed 
that the incidence of cancer in men without tubercu- 
losis was 24% and in those with tuberculosis 12.5%, 
and for women the corresponding percentages were 
25 and 9. These figures, however, do not prove a 
negative syntropy of cancer and tuberculosis. On the 
contrary, since cancers occurred only from 2 to 2.8 
times less frequently rather than 4 times less frequent- 
ly, there seems to be a latent positive syntropy be- 
tween the two diseases. Thoracic malignant tumors 
concur with tuberculosis more frequently than do 
extrathoracic tumors, especially in men. Thus it seems 
that the local predispotion to malignat tumors is much 
more definitely influenced by tuberculosis than is the 
general predisposition to malignant tumors. The 
author concludes that tuberculosis and other infec- 
tious diseases do not protect a patient against cancer; 
the apparent protection is explained by earlier deaths. 


Investigations on Connections Between Acquired 
Hemolytic Anemias, Classical Blood Groups, Rhesus 
Factor, Sex, and Age. V. B. Lal and P. Speiser. Blut 
3:15-19 (Jan.) 1957 (In German) [Munich, Germany]. 


Ninety-seven patients with acquired hemolytic 
anemia verified serologically were studied with re- 
gard to the distribution of blood groups, Rhg factor, 
sex, age, and several serologic data. There were no 
great differences between the distributions in these 
97 patients and the corresponding distributions in 
10,000 persons in the general population that would 
indicate a dependence of acquired hemolytic anemias 
on the hereditary serologic characteristics: ABO, Rho, 
or sex. Clemens and Walsh had found in 1955 that, of 
66 patients with acquired hemolytic anemia in Sydney, 
Australia, a much larger proportion were blood group 
O than could be expected from the blood-group dis- 
tribution in the general population of Sydney. In the 
critical evaluation of this assumption the present 
authors gained the impression that if more exact 
mathematical rules are applied no correlation between 
blood group and acquired hemolytic anemia appears. 
Studies carried out by these authors likewise revealed 
no serologic differences between the idiopathic and 
symptomatic forms of this disease. 


Cholelithiasis and Hypothyroidism. J. Warter and 
].-P. Weill. Schweiz. med. Wchnschr. 87:101-105 (Feb. 
2) 1957 (In French) [Basel, Switzerland]. 


For several years the authors had noted that signs 
of hypothyroidism existed in patients in whom chole- 
lithiasis appeared at an early age. They present ob- 
servations on 15 patients with myxedema or simple 
hypothyroidism who had cholelithiasis. The existence 
of gall stones was verified either roentgenologically 
or by surgical intervention. Nine of the patients had 
hepatic colic; 3 had slight jaundice and mild pains; 
and in the other 3 the condition was discovered when 
cholecystography was carried out because of hypo- 
thyroidism. Those with thyroid insufficiency presented 
varied findings, such as cutaneous signs, a typical 
facial expression, and mental slowness. The meta- 
bolic rate was less than —12 in 5 of the patients and 
between —2 and —8 in the other 10. The blood cho- 
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lesterol level was ascertained in 12 of the patients, |t 
was between 1.5 and 2 Gm. per 100 cc. in 3 of the 
patients, and between 2 and 2.75 Gm. in the other 9, 
The fixation of radioactive iodine was investigated jp 
only 2 of the patients, and it was low in both of them. 
It is significant that 8 of the patients were between 
20 and 40 years of age, whereas cholelithiasis is gen. 
erally regarded as occurring later in life. The fact 
that the group included 3 young men is likewise 
significant. The 15 patients were observed in the 
course of 7 years, and in this same period 60 patients 
with hypothyroidism were observed, that is, 15 of 60 
or 25% of patients with hypothyroidism had chole- 
lithiasis. The 60 patients with hypothyroidism in- 
cluded 15 with definite myxedema and of these 5 
(33%) had cholelithiasis. 

Hypothyroidism is regarded as the primary condi- 
tion. Disturbances in the evacuation of the gallblad- 
der, in the metabolism of cholesterol, and in hepatic 
function and endocrine disturbances have been men- 
tioned as possible pathogenic factors. The authors 
believe that hypotonia of the gallbladder, disturb- 
ances in the metabolism of cholesterol and of the bile 
salts, and the influence of hormonal regulation repre- 
sent a constellation of factors that would favor the 
concurrence of cholelithiasis with hypothyroidism. 
Diagnostic errors will be avoided if cholecystography 
is performed whenever digestive disturbances appear 
in patients with hyperthyroidism or myxedema. With 
regard to therapy, the authors suggest that thyroxin 
might be used as an adjuvant in cholelithiasis and as 
a prophylactic in hypothyroid patients, in subjects 
with a hereditary predisposition to cholelithiasis, or 
in patients who have been subjected to cholecystos- 
tomy. 


Prognosis of Chronic Renal Failure 25 Years Ago and 
To-Day. P. Effersge. Acta med. scandinav. 156:449-454 
(No. 6) 1957 (In English) [Stockholm]. 


Of 12 patients with chronic disease of the kidneys 
in the terminal phase (i. e., with a renal function be- 
low 20% for more than 6 months) who were reported 
on by Van Slyke and co-workers in 1930, 10 died 
within an observation period up to 67 months. Half 
of them died after 9 months. These data were com- 
pared with those in a series of 37 patients with chronic 
disease of the kidneys in the terminal phase who were 
followed up for a similar period of time between 1949 
and 1955. Of the 37 patients, 18 died, and half of 
them were dead after 13 months. Of Van Slyke’s pa- 
tients half had died after having had less than 10% 
renal function for 4 months. Of the author's patients 
half had died after having had the same degree of 
renal impairment for 8 months. At the end of the 
observation period, only 2 of the 12 patients were 
alive as compared to 19 of the 37 patients. Of the 19 
patients with less than 20% renal function, so far 7 have 
survived for 6 to 12 months, 6 for 12 to 18 months, and 
6 for an average of 22 months. A comparison between 
the conditions 25 years ago and today, thus, shows 
that the survival time of patients with chronic renal 
disease in the terminal phase who died, the survival 
time of the living, and the ratio of those living at the 
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end of the observation period, all argue in favor of a 
better prognosis today than 25 years ago. It cannot 
be said whether the improved prognosis in these pa- 
tients is due to the introduction of antibiotics, more 
extensive use of blood transfusions, improved elec- 
trolyte regulation, or better dietetic treatment. 


Test of Adrenal Cortical Function by Administration 
of Corticotropin (ACTH). W. Appel. Arztl. Wchnschr. 
12:156-159 (Feb. 15) 1957 (In German) [Berlin]. 


The 17-hydroxycorticoid excretion in the urine of 6 
patients with adrenal cortical hypofunction before 
and after the administration of corticotropin was 
compared with that in 40 persons with normal func- 
tion of the adrenal cortex. Forty units of a repository 
preparation of corticotropin were given intramuscu- 
larly, and the urine was collected in 8-hour samples 
for 32 or 56 hours. Determination of the corticoid 
values in the urine was made according to Reddy’s 
technique modified by Forsham. The excretion of the 
17-hydroxycorticoids in the 24-hour urine specimens 
of patients with adrenal cortical hypofunction before 
the administration of corticotropin often did not differ 
from that of normal persons. The basic excretion of 
17-hydrocorticoids, therefore, is not sufficient to ex- 
clude the presence of adrenal cortical hypofunction. 
After the stimulation of the adrenal cortex by the 
administration of corticotropin, the values of the 17- 
hydroxycorticoid excretion in normal persons and in 
patients with adrenal cortical hypofunction were 
found to be outside the simple range of variation of 
both groups. Reduced amounts of 17-hydroxycorti- 
coids were detected in the urine of the patients with 
adrenal cortical hypofunction. Repeated administra- 
tion of the corticotropin the next day did not cause 
an increase in the values of hydroxycorticoid excretion 
above 10 mg. per 24 hours in the patients with adrenal 
cortical hypofunction. 

In patients who have been treated with cortisone, 
hydrocortisone, prednisone, or prednisolone for pro- 
longed periods before they are subjected to the corti- 
cotropin test, this test should be made on 2 successive 
days, because the hydroxycorticoid excretion values 
may be of the adrenal-cortical-hypofunction type on 
the lst day because of temporary weakening of the 
adrenocortical function and may reach normal values 
only after the 2nd test. Those who have been treated 
with cortisone previously should be given prednisone 
before the corticotropin test in order to prevent the 
influence of the decomposition products of the ad- 
ministered steroids on the hydroxycorticoid excretion 
in the urine. 

The corticotropin test was performed on several 
patients with various forms of hyperfunction of the 
adrenal cortex. Results showed that hyperfunction of 
the adrenal cortex (Cushing’s syndrome) as a result of 
adrenal hyperplasia may be suspected when the 17- 
hydroxycorticoid excretion in the urine increases after 
the administration of corticotropin to more than 40 
mg. per 24 hours. Patients with diabetic mellitus and 
obese patients with Cushing’s syndrome particularly 
responded to the corticotropin test with high values 
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f 17-hydroxycorticoid excretion. Excessive values of 
i7-hydroxycorticoid excretion up to 128 mg. of 
17-ketosteroid excretion up to 107 mg. in the 24-hour 
urine specimen after administration of corticotropin 
were observed in a patient with moonface and values 
of 25 mg. for hydroxycorticoid excretion and 35 mg. 
for 17-ketosteroid excretion before the administration 
of corticotropin. A patient with a congenital adreno- 
genital syndrome treated for 2 months with daily doses 
of 100 mg. of cortisone had urinary levels of 12 or 
14 mg. of 17-hydroxycorticoid and of 7.6 or 8.8 mg. 
of 17-ketosteroid before the administration of corti- 
cotropin and urinary levels of 24 mg. of 17-hydroxy- 
corticoid and 20 mg. of 17-ketosteroid on the 2nd day 
of administration of corticotropin. The increase in the 
levels of 17-ketosteroid in this patient was much more 
pronounced than that in the levels of 17-hydroxycorti- 
coids. The reported data confirm the great value of 
the corticotropin test in the diagnosis of adrenal 
cortical hypofunction and in the etiological differen- 
tiation of the various forms of hyperfunction of the 
adrenal cortex. 


Periarteritis Nodosa: Four Cases. RK. Armas Cruz, 
J. Harnecker, O. Gazmuri and others. Rev. méd. Chile 
84:525-538 (Oct.) 1956 (In Spanish) [Santiago, Chile]. 


Periarteritis nodosa is a collagen disease character- 
ized by arterial inflammation and fibrinoid degenera- 
tion. It is associated with nodular skin lesions, in- 
volvement of the visceral disorders of micturition 
and changes of the chemical constitution of the urine. 
The diagnosis is made by the presence of a febrile 
infection, accompanied by diffuse articular pain, acute 
abdominal disorders, renal disease with or without 
hypertension, and symptoms of polyneuritis. Allergic 
angiitis should be ruled out. As the disease progresses 
the arteries of the most important viscera become in- 
volved. The pulmonary arteries are spared, unless 
pulmonary hypertension or other pulmonary compli- 
cation are present. Generally the disease follows a 
rapid course to a fatal end. Improvement of some of — 
the symptoms has been reported from the use of 
corticotropin or cortisone, but this did not control the 
neurological symptoms. In several patients, recur- 
rences occurred on discontinuation of hormone treat- 
ment and death occurred even if the patients had 
shown a favorable response to the treatment. Better 
results are reported from the use of prednisone and 
prednisolone. Four cases with typical symptoms are 
reported. The Ist patient died of cardiorenal insuf- 
ficiency and pleuropneumonia. Autopsy showed in- 
volvement of the coronary, renal, pancreatic, intestinal, 
and subarachnoid arteries. The 2nd patient died of 
arterial thrombosis and purpura. Autopsy showed in- 
volvement of the heart, spleen, and kidneys. The 3rd 
patient had an abdominal form of the disease with 
obstructive jaundice. A biopsy specimen confirmed 
the diagnosis. When last seen the patient was in a 
remission and was taking cortisone. The 4th patient 
had pneumonia, a buccal abscess, suppurative sinus- 
itis, and renal insufficiency. Autopsy showed it was 
involvement of the coronary, renal, and testicular 
arteries. 


1957 
ts. It | 
the 
er 9, 
d in 
hem. 
veen | 
gen- | 
fact 
the 
ents 
f 60 
ole- 
in- 
e 5 
ndi- 
lad- 
atic 
1en- 
10rs 
irb- 
bile 
pre- 
the 
sm. | 
phy 
ear 
ith 
xin 
| as 
cts 
or 
ind 
ed 
ed 
alf 
m- 
re 
49 
of 
its 
of 
he 
re 
19 
ye 
n 
al 
al 
e 


492 MEDICAL LITERATURE ABSTRACTS 


SURGERY 


Complications After Operations for Esophageal Atre- 
sia. N. Urban. Ztschr. Kinderh. 79:194-202 (No. 2) 1957 
(In German) [Berlin]. 


Fifteen of 70 children who were operated on for 
esophageal atresia could be followed up for long pe- 
riods. Unfortunately the life expectancy is favorable 
for only a certain percentage of these children, be- 
cause in many the condition is inoperable and many 
have other deformities or die of aspiration pneumonia, 
which is a frequent complication of this operation. 
Other complications impairing the function of the 
esophagus operated on because of atresia may develop 
slowly and become evident only after a long time. 
The author lists the types of complications that may 
interfere with the oral intake of food, the further 
development of the esophagus, or may endanger the 
life of the child. Interference with the intake of food 
by a stricture in the region of the anastomosis result- 
ing from shrinkage at the site of suture was the most 
frequent of the late complications. The food intake 
of these children becomes gradually more difficult. 
Aspiration of small quantities of food may eventually 
produce an aspiration pneumonia. The upper part of 
the esophagus may become dilated and even pouch- 
like; vomiting may increase; the pouch may spill over 
while the infant nurses or drinks, and, finally, the 
infant may retain a few swallows only when erect. In 
one patient with this complication bougienage proved 
effective. 

Cicatricial distortion of the esophagus may result 
also from scars in the region of the mediastimum and 
the right lung, the esophagus may be pushed out of 
line, and diverticula may form. These conditions may 
also interfere with drinking. Suture insufficiency is the 
most dangerous of the late complications of operations 
for esophageal atresia; it threatens especially when 
the anastomosis is under tension, that is, if a large 
defect has to be bridged. Fistulas or pseudodivertic- 
ula to the mediastinum or to the lung may form and 
may cause pleurisy or refractory pneumonia. This 
complication caused 2 of the 4 deaths in this group of 
children. Foreign bodies may become lodged in the 
esophagus and may hinder the passage of food. 


Experiences in Closed Surgical Correction of Inter- 
atrial Septal Defects. A. S. Traisman and H. S. Trais- 
man. Quart. Bull. Northwestern Univ. M. School 
$1:49-57 (No. 1) 1957 [Chicago]. 


The intracardiac location of interatriai septal de- 
fects has hampered attempts at closure. Both hypo- 
thermia and extracorporeal circulation techniques 
have been developed, with the treatment of interatrial 
septal defects among their specific objectives, but, 
since these techniques are still risky and also require 
prolonged preparation, the closed techniques for repair 
of interatrial septal defects are still being used at the 
Children’s Memorial Hospital in Chicago. Three major 
closed methods for repairing interatrial septal defects 
are presented: the Gross technique of attaching a 
rubber well to an incision in the lateral wall of the 
right atrium, the Sondergaard technique of intro- 
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ducing a constricting suture along the rim of the inter. 
atrial septal defect, and the Lam technique of using 
a double-pointed needle to introduce sutures through 
the interatrial sulcus into the anterior rim of the inter. 
atrial septal defect. 

In operations on 22 children, only the latter 2 
closed methods were used. No occasion arose in the 
author's experience in which the well technique 
could not be replaced by one of the other 2 shorter 
methods. The Sondergaard method was used in 4 
children and the Lam technique in 18. The Sonder- 
gaard technique was particularly applicable to small 
interatrial septal defects of the ostium secundum 
type. In the larger interatrial septal defects of this 
type, it is usually advisable to introduce several inter- 
rupted sutures in order to approximate the anterior 
and posterior walls of the defect without seriously 
narrowing the chamber of the left atrium. Of all the 
available techniques, the safest and most efficient 
method is that made possible by use of the double- 
pointed needle popularized by Lam. The author con- 
cludes that the closed methods leave a great deal to 
be desired and that some type of direct closure that 
can be done with accuracy and low mortality will 
probably supplant them. 


Oesophageal Reconstruction in Children Using Intra- 
thoracic Colon. C. D. Sherman Jr. and D. Waterston. 
Arch. Dis. Childhood 32:11-16 (Feb.) 1957 [London]. 


Sherman and Waterston used 2 methods for esopha- 
geal reconstruction in children. The lst was devised 
by Waterston and consists in transplantation of the 
transverse colon isoperistaltically into the left posterior 
part of the chest on a pedicle containing the left colic 
artery. The operation was performed Ist on an infant 
with atresia of the esophagus without tracheoesopha- 
geal fistula. The reconstruction required 4 operations, 
which were carried out over a period of about 9 
months. About a month after the 4th operation the 
infant's stomach ruptured through a diaphragmatic 
opening. This hernia was repaired, and since then the 
child has continued to thrive and has developed 
normally. He eats everything and has no difficulty in 
swallowing. The method has the advantage of pre- 
serving intact the all important cardiac sphincter 
mechanism between the esophagus and the stomach. 
Two other babies in whom this technique was used 
for esophageal reconstruction are now 4 and 5 years 
of age respectively, and are both thriving. In a 4th 
child an attempt was made to combine stages 2 and 3 
into one operation. The colonic loop was pulled up 
too tightly into the neck, thereby bowstringing the 
supplying artery. The colonic loop became gangrenous 
and the child died a few hours after operation. 

In the second method of reconstruction the ascend- 
ing colon is transplanted isoperistaltically in the retro- 
sternal position. This method was developed by Sher- 
man. In infants with esophageal atresia of tracheo- 
esophageal fistula, it is wise to delay reconstruction. 
The cervical esophagus is brought out in the left side 
of the neck, and a gastrostomy is performed on the 
following day. At a later date, esophageal reconstruc- 
tion is performed. A longitudinal incision extending 
to the xiphoid is made and the ascending colon mobi- 
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lized by cutting the lateral attachments. The length 
of the ascending colon is estimated, and the collateral 
vascular supply evaluated by placing a_bull-dog 
clamp on the ileocolic artery. During the waiting 
period to ascertain whether the blood supply to the 
cecum is maintained, an appendectomy is performed. 
The ileum is sectioned from 4 to 6 in. proximal to the 
ileocecal valve. This leaves a segment of ileum that 
can be anastomosed to the cervical esophagus if it 
proves necessary. The transverse colon just to the left 
of the middle colic artery is sectioned, and, after the 
sectioning of the ileocolic vessels, the transplant can 
be swung to the neck, the blood supply then coming 
through the middle colic vessels. The transplant is 
carried through the substernal tunnel, which is cleared 
by blunt dissection in the anterior mediastinum. The 
reconstruction is terminated by end-to-end anastomo- 
sis of the cecum or ileum to the cervical esophagus, 
by anastomosis of the lower end of the transplant into 
the anterior wall of the stomach, and by end-to-end 
ileotransverse colostomy. The gastrostomy opening 
is left in place and may heal spontaneously or may 
be closed at a later date. 

Studies of the colonic blood supply have shown that 
at times one or other of the above methods may be 
impracticable because of lack of collateral circulation. 
Other possibilities include (1) use of the transverse 
colon with the blood supply based on the middle colic 
and right superior colic vessels, (2) use of the trans- 
verse colon with the blood supply based on the middle 
colic and right superior colic vessels, (3) use of trans- 
verse colon with the blood supply based on the middle 
colic artery and left superior colic artery, (4) use of 
the descending colon with the blood supply based on 
the middle colic artery, (5) use of the cecum and 
terminal ileum with the blood supply based on the 
ileocolic artery, and (6) various methods of using the 
jejunum and stomach. Reconstruction of the esopha- 
gus by colon transplant is still in the developmental 
stage, but experience suggests that further trial and 
evaluation are worth while. 


Treatment of Portal Hypertension in Children. P. 
Sandblom and C. Ekman. Arch. Dis. Childhood 32: 
61-64 (Feb.) 1957 [London]. 


Of 82 patients operated on because of hypertension, 
33 were under 20 years of age. Splenoportography and 
measurement of the intrasplenic pressure proved 
useful in the establishment of a preoperative diagno- 
sis in children and adults. The main indication for 
surgery was esophageal hemorrhage. The purpose of 
treatment was to reduce portal hypertension and, 
thereby, the tendency to esophageal hemorrhage by 
the establishment of a shunt between the portal and 
the caval systems. In childhood the block was most 
frequently extrahepatic, while intrahepatic block was 
usually seen in patients with hepatic cirrhosis be- 
tween the ages of 40 and 60 years. An anastomosis was 
made in 7 of 8 patients with intrahepatic block; in 
the 8th only splenectomy was possible. Of the 7 pa- 
tients 5 have been free of symptoms for from 1 to 7 
years, The other 2 died 3 and 2 years after the opera- 
tion. The patients with the extrahepatic block included 
21 ranging in age from 2 to 20 years who previously 
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had not undergone splenectomy. Eighteen of these 
were subjected to splenorenal anastomosis with su- 
ture. Nine of these remained symptom-free during a 
follow-up period of from 1 to 4 years, whereas hemor- 
rhage recurred in the other 9 patients, 6 of whom died. 
Hemorrhages recurred also in the 2 patients in whom 
splenorenal anastomosis was established with the aid 
of a Vitallium tube, and 1 of these died. The 1 patient 
who was subjected to splenectomy also died. 

Of 17 patients who had previously undergone 
splenectomy, 4 were subjected to anastomosis of small 
vessels and 2 to portacaval anastomosis. All 6 of these 
patients later had hemorrhage, and 2 of them died. 
Direct attack on the esophageal varices, i. e., intra- 
esophageal division of varices or partial esophago- 
gastrectomy gave more encouraging results, in that, 
of the 6 patients treated in this way, only 1 had a 
recurrence. Of 2 patients treated by mediastinal tam- 
ponage, 1 died and the other remained symptom-free. 
The 3 patients who were subjected to laparotomy or 
Talma’s operation died. Only 6 of the 17 patients were 
symptom-free 1 year later. While the primary mor- 
tality rate was higher in the group with intrahepatic 
block, the tendency to recurrence was much higher 
in the group with extrahepatic block, especially in the 
subgroup of patients who had previously undergone 
splenectomy. A comparison of the results of portacaval 
anastomosis and splenorenal anastomosis in the entire 
series revealed that, after portacaval anastomosis, all 
of the 26 patients who survived were free from recur- 
rences, while 13 of 33 survivors after splenorenal 
anastomosis had recurrences. The more favorable 
results of portacaval shunt can be explained by the 
fact that the lumen is larger, and, therefore, the oper- 
ation involves less risk of occlusion than does spleno- 
renal anastomosis. 


Total Adrenalectomy for Malignant Hypertension. 
W. Van ’T. Hoff. Quart. J. Med. 26:149-160 (Jan.) 1957 
[Oxford, England]. 


If the presence of papilledema is taken as the cri- 
terion for the diagnosis of the malignant phase of 
hypertension, nearly 80% of the patients not treated 
die within a year of the diagnosis. Although there is 
no good evidence that adrenocortical hormones play 
an initiating role in essential hypertension, they do 
play a part in the maintenance of normal, and prob- 
ably also of raised, blood pressure. Treatment of 
essential hypertension by partial adrenalectomy was 
first reported in 1934 by DeCourcy, who believed that 
the resulting improvement in 8 patients was due to re- 
moval of the adrenal medulla. Since the advent of 
replacement therapy, complete removal of the adren- 
als has been carried out in many patients, but in nearly 
all of them the operation was combined with some 
form of sympathectomy, which makes it difficult to 
assess the value of adrenalectomy alone. 

The author studied the effect of adrenalectomy in 5 
patients with malignant hypertension and good renal 
function. All were men, aged from 26 to 57, and before 
operation they had a mean resting diastolic blood 
pressure of 130 mm. Hg or more. Four patients had 
blurring of vision, and all 5 had papilledema, retinal 
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to hospital with hematuria. None gave a history of 
angina pectoris or showed any evidence of left ven- 
tricular or congestive heart failure. After adrenalec- 
tomy all the patients were maintained on cortisone 
alone. They felt better, their headaches improved, and 
they were all allowed to return to work in 4 months. 
Papilledema, hemorrhages, and exudates improved in 
all, but none showed a significant reduction in blood 
pressure. When further attempts were made to lower 
the blood pressure by reducing either the cortisone 
dosage or the salt intake, the patients showed signs of 
hypoadrenalism before there was any reduction in 
blood pressure. While all the patients derived sympto- 
matic benefit from adrenalectomy, there was no evi- 
dence that their lives were prolonged. 


Observations on the Use of 5-Hydroxytryptamine in 
Surgery. L. Sala. Arch. sc. med. 81:534-540 (Dec.) 
1956 (In Italian) [Turin, Italy]. 


The administration of 5-hydroxytryptamine had a 
beneficial effect on 42 patients subjected to appen- 
dicectomy, 8 to gastroresection, 10 to hysterectomy, 
and 10 to cholecystectomy. All operations were per- 
formed under general anesthesia after premedication 
with morphine and atropine. A dose of from 5 to 10 
mg. of the drug was injected intravenously, and, after 
a few seconds during which the respiration and blood 
pressure were controlled, narcosis was induced with 
pentothal and then the gas was administered. A 2nd 
dose of from 5 to 10 mg. of the drug was given to 
patients subjected to longer operations. Bleeding was 
reduced markedly. The best results were obtained in 
patients subjected to cholecystectomy or hysterec- 
tomy. The little blood that was lost was denser than 
the blood lost by patients to whom the drug had not 
been given. 


The Clinical Control of Red Cell Loss in Burns. 
E. Topley and D. MacG. Jackson. J. Clin. Path. 10:1- 
19 (Feb.) 1957 [London]. 


The development of anemia in badly burned pa- 
tients has been attributed to bleeding granulations, 
blood loss at operation, and an impaired rate of red 
blood cell formation. Only recently has an unexplained 
internal disappearance of red blood cells been con- 
sidered to play a major role. This raises such questions 
as “When does this destruction occur?,” “How great 
is it?,” and “How urgent is replacement?” The data 
presented were obtained in a series of 150 patients. 
In 86 patients the erythrocyte volume was studied. 
Discussing possible ways of assessing red blood cell 
loss, the authors admit that they are not sure that some 
degree of oligemia is harmful; conversely they are not 
sure that keeping the blood volume normal at the 
price of using more plasma and producing more 
edema is beneficial, but prevention of more than a 
20% reduction in blood volume seems reasonable. 
Control of the blood volume must depend on serial 
erythrocyte volume and hematocrit measurements, if 
temporary oligemia is to be prevented. This is possible 
only in a unit that specializes in the treatment of 
burns. Massive red blood cell loss occurs most often 
in patients with extensive burns who have a chance 
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of survival, and the prevention of oligemia in these 
patients is most rewarding. Routine blood transfusion 
and serial hemoglobin estimations are not indicated 
in patients with burns involving less than 10% of the 
body surface, especially in those with less than 2% of 
full-thickness skin loss. In patients with from 10 to 20% 
total area burned (usually from 2 to 10% full-thickness 
skin loss), early blood transfusion is probably un- 
necessary, but serial hemoglobin estimations every 
2 or 3 days are indicated until less than 2% full-thick- 
ness skin loss remains unhealed. In patients with from 
20 to 40% total area burned (usually 10 to 30% full- 
thickness skin loss) a blood transfusion equal to 20% 
of the patient’s blood volume should be given in the 
first 12 hours and the hematocrit kept between 10 and 
20% above normal for the patient’s weight and height, 
assuming there is 0 to 10% red blood cell loss. A 
further 20% should be given in-the next 36 hours if 
indicated clinically by oliguria, cold extremities, cy- 
anosis, hemoglobinuria, or more than 2% microcytes in 
the head of a stained blood film on admission. Subse- 
quently repeated hemoglobin tests are required. In 
patients with over 40% total area burned (usually over 
30% full-thickness skin loss) 20% of the patient’s blood 
volume should be given in the first 12 hours and the 
hematocrit kept at normal for the patient’s height and 
weight, assuming 20% red blood cell loss. One should 
then be prepared to give a further blood transfusion 
equal to 20 to 60% of the patient's blood volume in the 
next 36 hours if indicated clinically. These are the 
patients in whom serial blood volume estimations are 
most valuable, provided the practical errors of such 
determinations are appreciated. Subsequently, re- 
peated hemoglobin tests are required. 


Elective Resection of the Colon for Diverticulitis. 
M. K. Bartlett and W. V. McDermott. M. Rec. & Ann. 
51:329-331 (Feb.) 1957 [Houston, Texas]. 


Elective one-stage resection of the sigmoid was per- 
formed on 43 (60%) of 71 patients with diverticulitis 
in the course of 3 years. Indications for elective re- 
section consisted of an established pattern of recurrent 
attacks of acute diverticulitis, continuing symptoms of 
residual inflammation or of some degree of obstruc- 
tion, persistent bleeding, the presence of a fistula, per- 
sistent urinary symptoms, and the suspicion of 
carcinoma. Two of the 43 patients died, 1 of peritonitis 
and 1 of a pulmonary embolus. Four other patients 
had complications, such as sepsis of the wound in 2 
and atelectasis and pericarditis in one each. Three- 
stage resection was performed on 28 of the 71 patients. 
There were no operative deaths. The choice of a pre- 
liminary transverse colostomy was made in all of these 
patients because of the presence of a large inflamma- 
tory mass, frequently associated with perforation and 
abscess formation. Three patients died in the immedi- 
ate postoperative period after a transverse colostomy 
for what proved to be acute diverticulitis and carci- 
noma of the sigmoid with perforation. 

Diverticulosis of the colon is a relatively common 
condition, the diagnosis being established by barium 
enema or at autopsy. These diverticula are acquired 
lesions, usually multiple, and may occur anywhere in 
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the intraperitoneal colon but are most common in the 
sigmoid. The presence of an area of acute diverticulitis 
in the sigmoid produces the familiar clinical aspect 
of pain and tenderness in the lower part of the abdo- 
men, nausea and vomiting, fever, and an elevated 
white blood cell count. Muscle spasm may be present 
in varying degrees, and a mass may be felt either by 
abdominal or bimanual examination. The acute attack 
may progress to perforation of an inflamed diverticu- 
lum. The perforation may erupt into the free perito- 
neal cavity with the development of spreading perito- 
nitis, or a localized abscess may form that may 
occasionally result in a fistula either externally or into 
an adjacent organ. The morbidity associated with the 
major complications of diverticulitis and the pro- 
longed hospitalization and invalidism attendant on 
multiple-stage operations have provided the stimulus 
for a more aggressive attitude toward the use of elec- 
tive one-stage resection of the involved portion of the 
colon to forestall such complications. The inflamed 
area is usually of quite limited extent, even in a fairly 
acute phase of the disease, and even though divertic- 
ula may be present both above and below the inflam- 
matory zone. This makes possible a relatively easy 
resection with normal intestinal wall available for 
suture both above and below the resected segment. 
The process seldom extends down to the pelvic floor 
and is usually confined to the free sigmoid loops. The 
operation is not without danger, and every effort must 
be made to be sure that the estimated risk of the 
disease is greater than that of the proposed treatment. 


GYNECOLOGY & OBSTETRICS 


A New Factor in Maternal Mortality. H. B. Turner. 
J. Kentucky M. A. 55:133-136 (Feb.) 1957 [Louisville, 


Ky,]. 


Maternal deaths have declined 85% in the past 20 
years. The principal causes had been sepsis, toxemia, 
and hemorrhage. Toxemia as obstetric killer is today 
in lst place, but, while improvement is being made in 
one direction, a new difficulty appears from another. 
Anesthesia is the new killer, ranking 5th among the 
causes of maternal death. Data were collected from 
the state of Michigan for the years from 1950 to 1954. 
Thirty-four of the 515 maternal deaths were the direct 
or indirect result of anesthesia. These data were com- 
pared with those of the city of Memphis, Tenn., 
where, during the period 1946-1955, of 79 maternal 
deaths, 11 were caused by anesthesia. On the other 
hand, in the Baptist Memorial Hospital from 1947 to 
1956, there were 22,086 live births. Of 11 maternal 
deaths in this series none were caused by anesthesia. 

In most of the cases, anesthesia was regional, 
saddle block being the most common. In all instances, 
general anesthesia was induced by interns or residents 
giving nitrous oxide or ethylene for the spontaneous 
delivery of multiparas. Laryngospasm occasionally 
occurs, and the danger of aspiration of vomitus is 
always present. Efforts should be made to increase 
the number of well-trained anesthetists and to ade- 
quately distribute such personnel among all services 
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requesting anesthesia. Local anesthesia should be used 
in poor-risk cases and in situations in which regional 
methods are contraindicated. Women have come to 
expect relief of the pains of childbirth. Successful 
labor and delivery can, however, occur without ma- 
ternal medication of any kind. Few, if any, women 
ever died from the uncomplicated pains of childbirth. 


Poliomyelitis in Pregnancy: A Report of 79 Cases in 
Connecticut. M. E. Rindge. New England J. Med. 
256:281-285 (Feb. 14) 1957 [Boston]. 


During the 5-year period 1951-1955, a total of 2,167 
cases of poliomyeltis were reported to the Connecticut 
State Department of Health. Males predominated in 
the age groups under 15 and females in the age groups 
over 15 years. Females 15 years of age or over ac- 
counted for 456 of the cases reported, and, of these, 
79 or 17.3% were known to have been pregnant when 
they became ill. This is much higher than the estimate 
given by Weinstein, Aycock, and Feemster that 7% of 
women aged from 20 to 40 years are pregnant at any 
given time, and agrees with the accepted idea that 
pregnant women are more susceptible than nonpreg- 
nant women to poliomyelitis. The danger of contract- 
ing poliomyelitis is apparently greatest in the 2nd 
trimester of pregnancy, the danger of loss of the fetus 
greatest in the Ist, and the danger of maternal 
mortality in the 3rd trimester. The Connecticut 
figures support the theory that there is a tendency for 
poliomyelitis to occur in the lst trimester of pregnancy 
in women who are carrying a male fetus and in the 
3rd trimester in those carrying a female fetus as well 
as the theory that some factor related to household 
contact with children or associated with the presence 
of children in the household may account for the in- 
creased incidence of poliomyelitis observed in preg- 
nant women. It was also observed again that polio- 
myelitis in pregnancy, particularly in the early months 
of pregnancy, may lead to a general retardation in 
development of the infant. 


DERMATOLOGY 


Fractionation of 17-Ketosteroids in Patients with Ex- 
foliative Dermatitis Following Long-Term Cortisone 
Therapy. T. Putkonen, S. Pesonen, K. Rehtijarvi and 
R. Kristoffersson. Acta dermat.-venereol. 36:450-463 
(No. 6) 1956 (In English) [Stockholm]. 


Corticotropin secretion and adrenocortical function 
are reduced during the prolonged administration of 
cortisone in patients with certain skin diseases. The 
authors studied the sudden interruption of hormone 
therapy in 3 men with chronic generalized exfoliative 
dermatitis who had been treated with cortisone, corti- 
cotropin, and hydrocortisone for 27 months, 26 
months, and 11 months respectively. They had taken 
hydrocortisone only for the last 5 or 6 of these months. 
Fractionated determination of the 17-ketosteroids was 
carried out immediately before, during, and after the 
treatment-free period. The interruption of treatment 
was best tolerated by a 44-year-old man, whose main- 
tenance dose was only 60 mg. of hydrocortisone, 
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whereas, in the other 2 (aged 54 and 29 years), whose 
maintenance doses were 120 and 220 mg., respectively, 
there was severe oozing of the skin lesions, loss of 
weight, and a decline in the plasma proteins. During 
hydrocortisone therapy the urinary excretion of 17- 
ketosteroids and of dehydroepiandrosterone was low 
in all 3 patients. Immediately after the suspension of 
treatment, the excretion of 17-ketosteroids increased 
gradually, but later it declined again. 

The most rapid and greatest increase was observed 
in the patient with the lowest maintenance dose. He 
also showed the greatest increase in the excretion of 
the dehydroepiandrosterone originating in the adrenal 
cortex, indicating that his adrenocortical function im- 
proved most. The patient with the largest maintenance 
dose (the 29-year-old man) likewise showed an in- 
creased excretion of dehydroepiandrosterone during 
the suspension of treatment, but no increase was seen 
in the 54-year-old man, who showed the least toler- 
ance for the cessation of hormone treatment presum- 
ably because the adrenocortical atrophy was farthest 
advanced in this patient. His excretion of metabolites 
of hydrocortisone (11-oxy-17-ketosteroids) also was 
much higher during treatment than during nontreat- 
ment, which was not the case in the other 2 patients. 
The excretion of 17-ketosteroids originating in the 
testes, namely androsterone and etiocholanolone, was 
low in all patients during hydrocortisone therapy. 
After discontinuation of hormone administration, the 
androsterone excretion increased but that of etiocho- 
lanolone decreased, the combined level of the two 
thus remaining practically unchanged. These obser- 
vations point to a functional insufficiency of both the 
testes and the hypophysis. 


Histology and Cytochemistry of Human Skin: X-Ir- 
radiation of the Scalp. W. Montagna and H. B. Chase. 
Am. J. Anat. 99:415-445 (Nov.) 1956 [Philadelphia]. 


This report is concerned with changes that take 
place in the hair follicles during a period of 11 weeks 
after exposure to roentgen irradiation. Forty biopsy 
specimens of scalp were studied: 36 from white and 
Negro children from 5 to 9 years of age and 4 from 
adults. The responses to roentgen irradiation were 
identical in whites and Negroes and in the children 
and adults. The irradiation of hair follicles stops all 
mitosis in the cells of the matrix. These cells fragment 
and disappear during the lst week. For 3 to 5 weeks 
after treatment, the lower half of each active follicle 
continues to degenerate, the hair drops out, and the 
entire follicle is reduced to a cord of cells. Damaged 
cells accumulate glycogen and lipid and lose their 
basophilia before they fragment. At the end of de- 
generation this cord is composed of the cells from 
the outer sheath in the upper half of the follicle and 
is comparable to a normal, quiescent follicle. The 
lower half of the follicle is dispensable and transient, 
and the upper half is the permanent part; from this 
are formed future generations of hair follicles. 

While the bulb is degenerating and retreating up- 
ward, its base is never detached from the dermal 
papilla. During this time the dermal papilla loses its 
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Schiff stain and its alkaline phosphatase activity. These 
properties are regained after 10 or 11 weeks, when 
the follicles are again growing normally. During 
the early period of follicle degeneration the cells of 
the dermal papilla engulf the melanin, lipids, and 
glycogen that are released by the degenerating cells 
of the bulb. These substances disappear after 4 weeks 
when large scale degeneration of the follicle has 
ceased. The dermal papilla, then, not only contains 
inductive substances that guide the growth and dif- 
ferentiation of hair follicles, but its cells also act as 
phagocytes. The vitreous membrane is a sensitive 
index of damage to hair follicles. Shortly after ex- 
posure to roentgen rays, it becomes thick and wrinkled 
and attains its maximum thickness after about 1 week. 
It remains very thick for 5 to 7 weeks until the follicle 
again becomes active. The membrane then becomes 
fragmented. 


OPHTHALMOLOGY 


Autokeratoplasty: Covering of Donor-Site with Lyo- 
philized Human Cornea. B. Alberth. Ophthalmologica 
133:61-64 (Jan.) 1957 (In German) [ Basel, Switzerland]. 


Autoplasty is the best solution for corneal trans- 
plantation, because the transparency of the transplant 
is not impaired by immunobiological processes. Several 
procedures are available for the disk-shaped autoker- 
atoplasty. Transplantation of a disk of the clear cornea 
of a blind eye to the opacity of the other eye was per- 
formed in the 69-year-old patient whose history is 
presented. After a transparent corneal disk from the 
right, blind eye had been transplanted to the leukoma 
in the left eve, the defect of the donor site was covered 
by a slice of cornea obtained from a lyophilized human 
cornea. The authors had waited for an opportunity to 
use such material, and they believed that since the 
donor eye to be grafted was blind, the method could 
be tried. A human eye that had been preserved by 
the “adsorptive lyophilization” method of Bornemissza- 
Szilagyi and that had been kept in a sterile tube at 
room temperature for 152 days was taken out 30 min- 
utes before the operation and was regenerated in 
isotonic sodium chloride solution at 37 C (98.6 F). 
A disk 5-mm. in diameter was trephined out of this 
eye and was placed over the defect in the right, blind 
eye of the patient. This corneal graft grew in but 
became cloudy, whereas the autctransplant remained 
transparent. 


Neoplasms of the Notochord: Report of a Case of 
Basilar Chordoma with Nasal and Bilateral Orbital 
Involvement. C. D. Binkhorst, P. Schierbeek and G. J. 
W. Petten. Ophthalmologica 133:12-22 (Jan.) 1957 (In 
English) [Basel, Switzerland]. 


The notochord is a column of cells formed in the 
central axis, ventrally from the neural tube. In verte- 
brates it is a transitory organ, its supporting function 
being taken over by the vertebrae developing around 
it, but vestiges of chordal tissue may remain and in 
these chordomas may develop. A 70-year-old woman 
with this rare form of tumor was seen because of nasal 


lo} 


| 
I 
I 
t 
t 
\ 
> 


Vol. 164, No. 4 


obstruction and increasing frontal headaches. Her 
friends had observed her protruding eyes and a 
“polyp” showing in her right nostril. Twelve years 
previously she had completely lost her eyesight. At 
that time tumor of the hypophysis had been diag- 
nosed, and a tumor dose of 2,000 r had been applied. 
Examination in 1955 revealed protrusion of both eye- 
balls with conspicuous lateral displacement. Between 
the medial angles of the eyes and the ridge of the 
nose a tumor mass was apparent, and from the right 
nostril a glassy mass of tissue protruded. Similar tissue 
was found in the left half of the nose, and the naso- 
pharynx was also obstructed with it. These and other 
findings and the course of the process suggest a slow- 
growing neoplasm causing destruction of the base of 
the skull with invasion into the facial part of the skull. 
Intracranial growth had probably remained limited to 
the region of the optic chiasm. The glassy appearance 
of the tumor suggested chordoma. 

In 3 sessions about 65 Gm. of the tumor mass was 
removed by the endonasal route. The patient felt 
much relieved after this; the patency of the nose was 
reestablished, and the headache disappeared. Five 
weeks later the right frontal and ethmoidal sinuses 
were widely opened. The floor of the frontal sinus 
and the frontal wall of the ethmoid proved to be miss- 
ing. Another 50 Gm. of tissue was removed. The 
histological examination of the tissue confirmed the 
diagnosis of chordoma. The authors confine their dis- 
cussion to chordomas originating in vestiges of the 
craniocervical notochord. In this area 6 points of 
origin exist, but ectopic localizations have been de- 
scribed in the mandible and in the frontal sinus. On 
studying the cases described in the literature, the 
authors found that the onset is fairly often charac- 
terized by a more or less typical neuroophthalmolog- 
ical syndrome, consisting of fronto-orbital headache, 
loss of visual acuity, limitation of the visual fields of 
1 or both eyes, respectively, and paresis of the eye 
muscles. In cases of extracranial growth exophthalmos 
may occur, coupled with an early invasion into the 
nasal sinuses and the nasopharynx. The clinical dif- 
ferentiation from other tumors of the base of the skull 
may be difficult, particularly with respect to subten- 
torial foci, tumors of the pontine angle, tumors origin- 
ating in the paranasal sinuses and the nasopharyx, and 
disorders near the optic chiasm. An important point 
in the differential diagnosis is the fact that basilar 
chordomas, with their strong tendency to extracranial 
growth, give rise to intracranial complications only at 
a late stage. The growth of a chordoma is nearly al- 
ways slow, but, with respect to bone, it is particularly 
destructive. Therapy is usually palliative. 


The Correction of Exophthalmos and Levator Spasm. 
R. E. Moran. Plast. & Reconstruct. Surg. 18:411-426 
(Dec.) 1956 [Baltimore]. 


Dimmed vision, total blindness, or even death oc- 
curred in patients with malignant exophthalmos as 
late as 1931, when Naffziger relieved severe exoph- 
thalmos by decompression of the orbital contents into 
the anterior cranial fossa. While orbital decompression 
was a distinct advance, Naffziger’s operation was a 
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formidable one and a less radical approach seemed 
desirable. Dollinger in 1911 had used lateral decom- 
pression of the orbit successfully in a patient with 
malignant exophthalmos, and others had described 
techniques for decompression into the sinuses. The 
author together with the late Dr. Shugrue carried out 
experiments in the anatomic laboratory with the hope 
of finding a safer approach for decompression in pa- 
tients with symptoms not severe enough to warrant 
the use of the formidable Naffziger technique. They 
worked out a simple technique for removing the 
lateral orbital wall (without disturbing the orbital 
rim), and opening the orbital fascia to permit decom- 
pression of its contents into the temporal and infra- 
temporal fossae. 

The author described this operation in 1937, and he 
has used it so far in 33 patients. Ten were under 30 
years of age, 12 were between 30 and 40, and 11 were 
over 40. Decompression through the lateral wall of 
the orbit was performed bilaterally in 20 of the pa- 
tients. There were 55 decompression operations on the 
33 patients, with no deaths. In patients in whom the 
exophthalmos was stationary and levator spasm was 
absent at the time of operation, the drop in exoph- 
thalmos was more rapid and more striking than in 
those in whom the levator spasm was a postoperative 
factor and active disease was present in the orbit (as 
evidenced by conjunctival edema, etc., at the time of 
operation). In the former patients, the average drop 
in exophthalmos readings was 6 mm., whereas in the 
latter, the average drop was under 5 mm. When no 
levator spasm existed after decompression, the ocular 
muscles regained their tone more quickly, particularly 
in those with paresis of the superior rectus muscle. 
The edema and conjunctival irritation subsided more 
quickly when levator spasm was present. When levator 
spasm was marked in only 1 eye, the exophthalmos 
was usually more pronounced on that side. The 
levators were operated on as an adjunct to decom- 
pression in 12 patients and, bilaterally, in 9 patients. 
In 3 patients with unequal exophthalmos, only 1 eye 
was operated on. In 2 patients with unilateral exoph- 
thalmos, the levator was surgically weakened and no 
decompression was necessary. Because of a residual 
elevation of the temporal side of the lid, the first 4 
patients were reoperated on with satisfactory results. 


THERAPEUTICS 


On the Use of Salts of Rare Earth Metals (Neodymium 
Combined with Praseodymium) for Prophylaxis of 
Thrombosis. W. Osten. Arztl. Wcehnschr. 12:107-112 
(Feb. 1) 1957 (In German) [Berlin]. 


A series of 46 selected surgical patients was studied. 
Because of their constitution, the condition of their 
circulation, their age, and the operative trauma, they 
were considered to be threatened by thrombosis and 
were treated prophylactically with a 1% solution of a 
compound (Helodym 88) containing 65 to 70% of the 
neodymium salt and of 35 to 30% of the praseodymium 
salt of beta-acetylpropionic acid. The recommended 
initial dose for a patient weighing 154 Ib. (70 kg.) with 
a normal (100%) thromboplastin time is 7 cc., that for 
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a patient with a thromboplastin time of 80% of normal 
5.6 cc., and that for a patient with a thromboplastin 
time of 120% of normal 8.4 cc. of the 1% solution of 
Helodym 88. Additional doses depend on the values 
of prothrombin and proconvertin. A reduction to from 
50 to 30% of the normal may be sufficient for prophy- 
lactic purposes. Slow intravenous administration ap- 
peared to prevent side-effects. Except in patients who 
underwent operations on the stomach, intestine, and 
thyroid and those who were subjected to operations 
associated with great loss of blood treatment was 
started from 6 to 10 hours after the operation or even 
before the operation. In the exceptional patients, 
treatment was started on the evening of the day of 
operation or on the morning of the Ist postoperative 
day. Treatment was continued for from 4 to 10 days. 
The duration of treatment is longer in older than in 
younger patients because of a greater tendency to 
develop thrombosis and longer postoperative rest in 
bed. Treatment should be discontinued gradually 
within 1 or 2 days, with reduced doses. Dose and dura- 
tion of the treatment as given represent a general 
guide, but they must be adapted to the individual 
need depending on the tendency to bleed or clot. 
Treatment with Helodym 88 is contraindicated after 
neurosurgical operations, during pregnancy and men- 
struation, and in patients with a particular tendency 
to bleeding. 

Thromboembolic accidents did not occur in any of 
the 46 patients who were treated with Helodym 88. 
The drug inactivates the prothrombin and_ procon- 
vertin circulating in the blood by forming a complex 
of az-globulin (i. e., prothrombin plus proconvertin) 
with the rare earth metals. The effect of Helodym 88 
can not be counteracted by giving vitamin K;,. Pro- 
longed treatment with Helodym 88 causes blockade 
of the synthesis of prothrombin and proconvertin in 
the liver. Impairment of the hepatic parenchyma that 
was present before starting Helodym 88 treatment 
may become worse as a result of the treatment. The 
patients should be placed on a diet free of oxalates 
(rhubarb, gooseberries) to prevent renal damage in 
the course of the treatment with Helodym 88. 


The Anticoagulant Effect of a New Coumarin Deriva- 
tive—Sintrom (Geigy)—and Its Control by Standardized 
Clotting Time. G. A. Mayer and W. F. Connell. Canad. 
M. A. J. 76:272-278 (Feb. 15) 1957 [Toronto]. 


Anticoagulant treatment with Sintrom, a new cou- 
marin derivative, was given to 42 patients, 22 of whom 
had acute myocardial infarction, 12 acute coronary 
insufficiency, 3 pulmonary embolism, 4 peripheral 
thrombophlebitis, and 1 cerebral embolism. The pa- 
tients were studied for a period of 866 treatment days. 
On 18 of these days heparin only was administered, 
for 128 days heparin and Sintrom were given concur- 
rently, and for 720 days Sintrom was given alone. 
Sintrom was started on the Ist day with a dose of 
from 20 to 24 mg. On each of the following 3 days the 
dose was reduced by 4 mg., the total dose for the day 
being given at noon after food. Control of anticoag- 
ulant treatment was maintained with the aid of the 
standardized clotting time measured in unmodified 
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venous blood immediately after withdrawal according 
to Mayer’s method described in THE JOURNAL (161:806 
[June 30] 1956). 

The therapeutic aim, to keep the standardized 
clotting time between 15 and 20 minutes, was achieved 
in 71% of treatment days when Sintrom was the sole 
anticoagulant used. On 15% of treatment days the 
standardized clotting time was less than 15 minutes. 
on 12% it was between 21 and 25 minutes, and on 2% 
between 26 and 30 minutes. Sintrom produced 
therapeutic prolongation of the standardized clotting 
time after an average induction period of 4.3 days. No 
hemorrhagic accidents or thromboembolic complica- 
tions were noted when the standardized clotting time 
was maintained within the authors’ desired range. 
When treatment with Sintrom was discontinued, the 
standardized clotting time returned to its pretreat- 
ment level within from 48 to 72 hours. Under the 
conditions of this study, Sintroni proved to be a satis- 
factory oral anticoagulant for short-term therapy. 
Sintrom therapy was adequately and easily controlled 
with the aid of the standardized clotting time. No 
significant correlation was found between the Quick 
one-stage prothrombin test and the standardized clot- 
ting time. 


Phenylbutazone: Effects of Its Administration for Pro- 
longed Periods. W. C. Kuzell, R. W. Schaffarzick, 
W. E. Naugler and B. M. Champlin. New England 
J. Med. 256:388-392 (Feb. 28) 1957 [Boston]. 


Phenylbutazone was given for from 12 to 54 months 
to 34 men and 66 women with a variety of rheumatoid 
disorders, 73 of whom were in the 4th, 5th, and 6th 
decades of life. Not a single patient was previously 
satisfied with the relief afforded by the salicylates. All 
the patients initially had a favorable therapeutic re- 
sponse to phenylbutazone and freedom from un- 
toward side-effects of the drug permitted its prolonged 
administration. The range of the daily dose of phenyl- 
butazone varied between 100 and 600 mg. The usual 
daily dose was 300 or 400 mg. When the drug was 
given intramuscularly the daily amount varied from 
0.6 to 1.0 Gm. for 2 or 3 days, followed by oral admin- 
istration as described above. 

Of the 100 patients, 60 had rheumatoid arthritis, 25 
ankylosing spondylitis, 4 psoriasis with arthritis, and 
13 mixed arthritis (rheumatoid arthritis and degenera- 
tive joint disease). Of the 60 patients with rheumatoid 
arthritis who received phenylbutazone for 54,180 pa- 
tient-days, 53 had an initial grade 1 or 2 therapeutic 
response in accordance with the criteria of the Amer- 
ican Rheumatic Association. In 46 of these 53 the 
favorable response was maintained for the duration of 
the treatment. All of 7 with a minor (grade 3) initial 
therapeutic response maintained the original degree 
of improvement. None of these 7 patients progressed 
to grade 1 or 2 regardless of duration of the treatment. 
Only 4 of the 60 patients discontinued treatment; 3 
for various reasons, and the 4th died of hemorrhage 
from a duodenal ulcer while taking phenylbutazone 
and hydrocortisone concurrently. All the 23 patients 
with ankylosing spondylitis who received phenylbuta- 
zone for 16,650 patient-days obtained initial major 
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improvement that was maintained throughout the pe- 
riod of treatment. Two discontinued treatment, 1 be- 
cause Of nervousness and 1 because of peptic ulcer. 
The 4 patients with psoriasis and arthritis received 
the drug for 680 patient-days and had major improve- 
ment. The 13 patients with mixed arthritis received 
phenlylbutazone for 9,360 patient-days; 11 achieved a 
major therapeutic response, which was maintained in 
9, One of 2 who obtained only minor improvement 
continued to be improved at the end of the study. 
One woman with rheumatoid arthritis had agranulo- 
cvtosis after a severe upper respiratory infection after 
16 months of treatment with the drug. Agranulocy- 
tosis occurred in another woman with mixed arthritis 
who had received phenylbutazone for 28 days and 
acetosulfone for 21 days concurrently. Both these 
women later were successfully treated with phenyl- 
butazone for many months. Laboratory examinations 
performed on 50 of the 100 patients at the end of the 
study gave no evidence of hematolozical or hepatic 
damage attributable to prolonged treatment with 
phenylbutazone. The abnormalities in these labora- 
tory determinations were those habitually found in 
patients with these rheumatic disorders. In 90 of the 
100 patients, the original favorable response was main- 
tained. Although phenylbutazone was occasionally 
withheld temporarily because of untoward side-effects, 
its administration was resumed successfully in all but 
6 patients. As a rule, in patients with ankylosing spon- 
dylitis a greater degree of favorable therapeutic re- 
sponse was achieved and afterward maintained with 
a smaller daily dose than those with rheumatoid 
arthritis, mixed arthritis, and psoriasis with arthritis. 


PATHOLOGY 


Relationship Between Renal Function and Clinical 
Course in Chronic Renal Failure: Based on 29 Autop- 
sied Cases. P. Effersge. Acta med. scandinav. 156:435- 
448 (No. 6) 1957 (In English) [Stockholm]. 


The relationship between the clinical course and 
the results of the endogenous 24-hour creatinine- 
clearance test, used as renal function test at a general 
hospital, was studied in 29 patients with chronic dis- 
ease of the kidneys. The patients were selected on the 
basis of autopsy findings without regard to the results 
of renal function tests made while they were still 
alive. Patients with other diseases that might have in- 
fluenced the chronic nephropathy, particularly those 
with cancer, were excluded. Of the 29 patients, 6 be- 
tween the ages of 33 and 69 years had congenital 
cystic disease of the kidneys and 23 between the ages 
of 18 and 73 had kicneys of half the normal size as 
determined by autopsy. The 29 patients had been 
tested and treated at the hospital or had been fol- 
lowed up as outpatients for several years before their 
deaths. Patients with severe cardiovascular signs, such 
as pronounced cardiac edema, pulmonary edema, 
encephalopathy, or apoplexy, or patients with purulent 
urine had a serum concentration of creatinine at the 
time of their deaths that was much lower than that of 
the patients who did not present such cardiovascular 
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signs or did not have pus in the urine at the time of 
their deaths. The serum concentration of creatinine 
also varied greatly in the patients with cardiovascular 
complications or pus in the urine. This finding sug- 
gests that the renal function has no direct influence 
on the fatal issue. 

The patients without such cardiovascular signs and 
those who did not have pus in the urine showed only 
1 common feature concerning the renal function in 
the course of their illness, namely a further impair- 
ment of the function from about 5% to about 4% of 
the normal as revealed by a rise in serum creatinine 
level from 9 to 13 mg. per 100 cc. to 14 to 16 mg. per 
100 cc. within the period from 6 to 3 months before 
their deaths. The patients will survive for from 3 to 6 
months after their impairment in renal function has 
taken place, no matter whether the impairment pro- 
gresses still further after the 4% level has been 
reached. The patients whose renal function exceeds 
5% of the normal as measured by the endogenous 
24-hour creatinine clearance test (a serum creatinine 
level below 11 mg. per 100 cc.) can survive for several 
years, and the prognosis remains uncertain until the 
renal function drops below 5%. This applies to pa- 
tients with cystic kidneys and chronic pyelonephritis. 
No correlation was found between the serum urea 
concentration at any time in the course of the disease 
and at the time of death. 


Discrimination Between Obstructive and Hepatocel- 
lular Jaundice by Means of the Commonly Used 
Serum Tests. E. Hill and L. Zieve. Am. J. Clin. Path. 
27:6-12 (Jan.) 1957 [Baltimore]. 


The comparative effectiveness, separately and in 
combination, of 5 commonly used serum tests was 
evaluated in an unselected, consecutively observed 
group of 49 patients with obstructive jaundice who 
were paired individually, on the basis of the degree of 
bilirubinemia, with a group of 49 patients with hepato- 
cellular jaundice. Nineteen additional patients were 
excluded from the study because 1 or more of the 5 
hepatic tests to be evaluated were lacking. Carcinoma 
was the cause of obstruction in 28, stones in the com- 
mon bile duct in 14, pancreatitis in 5, stricture of the 
common duct in 1, and the cause was unknown in 1 
patient. Of the patients with hepatocellular jaundice, 
24 had viral hepatitis and 25 had cirrhosis. 

Tests used were those generally available in the 
ordinary clinical laboratory: cephalin-cholesterol floc- 
culation, thymol turbidity, zinc sulfate turbidity, alka- 
line phosphatase expressed in King-Armstrong units, 
and the serum cholesterol level. Cephalin-cholesterol 
flocculation was by far the most discriminating test. 
The thymol turbidity test was 67% as effective, the 
alkaline phosphatase and zinc turbidity tests were 50% 
as effective, and the serum cholesterol level was 40% 
as effective. A combination of all 5 tests was only 
slightly better than the cephalin-cholesterol floccula- 
tion test alone. It is recommended that primary re- 
liance be placed on the cephalin-cholesterol floccula- 
tion test and that corroborative information be sought 
with the alkaline phosphatase and thymol turbidity 
tests. 
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Changes in the Pituitary Gland in Massive Therapy 
with Steroids. T. R. Cox and W. Krohn. Am. J. Clin. 
Path. 27:24-28 (Jan.) 1957 [Baltimore]. 


The recent innovation of treating leukemia with 
massive doses of steroids prompted the authors to 
study the pituitaries of such patients and compare 
them with those of patients who had received small 
maintenance doses of steroids. The 12 patients whose 
pituitaries were studied had received prednisolone, 
hydrocortisone, corticotropin, or cortisone in large 
daily doses. Prednisolone, for example, was given in 
daily doses up to 5 Gm. (usually 3 Gm.). Many of the 
patients had received total doses of over 27 Gm. The 
pituitaries were studied in routine hematoxylin-eosin 
preparations and by a modified periodic acid-Schiff, 
orange-G, aniline blue stain for pituitary granules. 
This stain clearly reveals the 4 types of pituitary cells: 
acidophilic, chromophobic, periodic acid—Schiff posi- 
tive, and periodic acid—Schiff negative basophilic. All 
of the patients had had acute or chronic leukemia. 
Examination of the hematoxylin-eosin-stained slides 
proved surprisingly disappointing. Hydropic and 
hyalinizing changes were found in only a small num- 
ber of the cases. Varying amounts of atrophy and 
apparent fibrosis, particularly in the region of baso- 
philic cell localization, were rather constant features. 
It was not until the granule stains were studied that 
a pattern revealed itself. The cases were broken down 
into 3 groups on the basis of amount of periodic acid— 
Schiff activity because a striking variation in the num- 
ber of positive cells was noted. 

In the pituitaries of patients in group 1 who had 
received 27 Gm. of steroids or more a striking increase 
in periodic acid-Schiff activity and diminished num- 
bers of basophils that are periodic acid-Schiff negative 
were consistent features. Studies now in progress show 
a moderate decrease in protein-bound iodine and de- 
creased radioactive iodine uptake after massive steroid 
therapy. Inasmuch as these cells that are periodic 
acid-Schiff positive are believed to be responsible for 
thyrotropic hormone and their number is found to be 
increased in the absence of the gland, one might won- 
der whether these large doses had directly suppressed 
the thyroid gland, bringing about increased thyro- 
tropic activity in the pituitary. Loss of the basophils 
that are periodic acid—Schiff negative, in some in- 
stances, seemed to be due to loss of specific granules 
from the cells and, in other instances, to an actual 
degenerative process. The changes in groups 2 and 3 
corresponded closely to the ages of the patients and 
to gonadal function. 


RADIOLOGY 


Irradiation Therapy in Brain Tumors. W. Hellriegel. 
Strahlentherapie 102:21-30 (No. 1) 1957 (In German) 
[Munich, Germany]. 


In a series of 248 brain tumors treated by irradiation 
pituitary adenomas accounted for 79, glioblastomas for 
71, astrocytomas for 21, and medulloblastomas for 15. 
Spongioblastomas, oligodendrogliomas, ependynomas, 
neurinomas, meningiomas, angioblastomas, cranio- 
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pharyngiomas, and others were represented in smaller 
numbers. In the treatment of brain tumors the radi- 
ologist must collaborate with the neurosurgeon, who 
plays the leading role. About half of the pituitary 
tumors could be improved by irradiation. With prop- 
erly aimed irradiation, such as the convergence meth- 
od, improvement can be achieved in 67% of the pa- 
tients. In the other types of brain tumors the author 
prefers the pendulum or oscillating type of irradiation. 
The stationary-field type of irradiation is used only 
on patients with superficial tumors. Commenting on 
the interstitial implantation of radioactive isotopes, 
the author says that at his clinic grains of radioactive 
gold are implanted. Either the bed of the tumor is 
implanted with these radioactive grains during the 
operation, or the gold is implanted by the transcutane- 
ous route after most of the tumor has been resected. 
A tumor dose of 6,000 r gives the best survival rates, 
this was especially evident in the 71 patients in whom 
irradiation was used for glioblastoma, 5 of whom sur- 
vived for 5 years or longer. 


Thorotrast Disease. L. Fruhling, C.-M. Gros, A. Bat- 
zenschlager and M. Dorner. Ann. méd. 57:297-350 
(July-Aug.) and 57:409-486 (Sept.-Oct.) 1956 (In 
French) [Paris]. 


The excellent contrasts obtainable with Thorotrast 
(a colloidal suspension of thorium dioxide) caused it 
to be widely used in radiologic practice for some 10 
years after its introduction about 1930. Reports of late 
complications, steadily increasing in number and sever- 
ity, then began to appear and it soon became clear 
that the entire question of using Thorotrast would 
have to be reviewed in the light of these late effects. 
This the authors have attempted to do, devoting the 
lst part of their study to a general consideration of the 
physical characteristics of Thorotrast, its history, its 
clinical use, and the experimental findings. Part 2 
deals with the microscopic identification of Thorotrast 
and the histopathology of the late lesions, whatever 
their character or location. Part 3 is a report on the 
anatomic and clinical findings in 21 patients with late 
lesions due to the injection of Thorotrast, for which 
the authors use the general term Thorotrast disease. 

Their findin <s make it clear that the introduction of 
Thorotrast into the body is constantly followed by late 
lesions, which may appear as (1) a local thorotrastoma 
causing only local symptoms, (2) a local thorotrastoma 
accompanied by clinical signs related to a generalized 
Thorotrast infiltration, (3) generalized Thorotrast in- 
filtration with clinical manifestations but without a 
local thorotrastoma, (4) generalized Thorotrast infiltra- 
tion discovered accidentally at autopsy, and (5) cancer 
associated with lesions due to Thorotrast. Thorotras- 
tomas, which develop whenever a quantity of Thoro- 
trast is injected into the connective or celluloadipose 
tissue either intentionally or by accident, are inflam- 
matory pseudotumors. The injected Thorotrast, acting 
as a foreign body, is phagocytized by reticulum cells— 
histiocytes or macrophages. These cells eventually 
undergo necrosis, setting the grains of Thorotrast free 
to reexert their irritating action. The resulting sclerosis 
is intensified with each repetition of the process, and, 


1957 


aller 
radi- 
who 
itary 
1eth- 
pa- 
thor 
tion. 
only 
on 
pes, 
tive 
is 
the 
ane- 
ted. 
ates, 
hom 
sur- 


Bat- 
(In 


rast 
d it 
» 10 
late 
ver- 
lear 
uld 
cts. 
the 
the 
its 
rast 
ver 
the 
ate 
ich 
se. 
of 
ate 
ma 
ma 
red 
in- 
t a 
ra- 
cer 
as- 
ro- 
m- 


ng 


Vol. 164, No. 4 


since virtually none of the Thorotrast is ever elimi- 
nated, the lesions progress slowly but inexorably. 

Thorotrast, however, is not merely an inert foreign 
hody: it is also a practically inexhaustible source of 
radioactivity—emitting alpha, beta, and gamma rays, 
and certain forms of cellular necrosis should undoubt- 
edly be attributed to this fact. The severity of the late 
lesions due to Thorotrast is linked to the development 
of diffuse sclerosis of the liver resulting in irregular 
cirrhosis and severe degenerative changes in the liver 
structure. Involvement of the bone marrow is clearly 
evident on histological study; clinically, it is shown by 
moderate anemia, sometimes accompanied by platelet 
deficiency and mild leukopenia. The indications are 
that Thorotrast favors the appearance of cancer, es- 
pecially endothelial sarcomas of the liver and the 
spleen. Cancers were found in association with thoro- 
trastosis in 3 of the authors’ patients. These findings 
show that the use of Thorotrast in human subjects 
should be absolutely forbidden. 


Osteogenic Sarcoma of the Skull Following Irradia- 
tion. E. M. Skolnik, E. J. Fornatto and J. Heydemann. 
Ann. Otol. Rhin. & Laryng. 65:915-936 (Dec.) 1956 
Louis]. 


The authors present the histories of 2 patients with 
osteogenic sarcoma of the skull. In the Ist patient, a 
20-year-old man, the sarcoma developed in the tem- 
poral bone 3% years after a postauricular keloid had 
been irradiated with a total of 6,050 r in air. The sar- 
coma was resected. In the 2nd patient, an 11-year-old 
girl, sarcoma developed in the frontal bone 10 years 
after the irradiation of a retinoblastoma (with radon 
seeds over a period of 9 months) and was inoperable. 
Eight similar cases reported in the literature are re- 
viewed. The relatively young age of the patients, the 
minimum dosage of 3,000 r, the prolonged duration 
of irradiation treatment, and a latent interval of at 
least 3 years are important factors in the development 
of osteogenic sarcomas of the skull from this cause. 
These neoplasms are characterized by rapid growth. 
Malignant degeneration should be suspected if a 
localized swelling or mass develops in a region of 
previous irradiation, particularly if associated with 
skin alterations, pain, and functional disturbances. 

Osteogenic sarcomas of the skull after irradiation 
have no specific radiologic feature. The main charac- 
teristics are the presence of a soft tissue mass, bone 
destruction with cortical involvement, periosteal re- 
action and eventually complicating fractures. Osteo- 
genic sarcoma is a highly malignant neoplasm derived 
from cells analogous to osteoblasts. Its essential fea- 
ture is the formation of osteoid tissue directly by the 
malignant osteoblasts with no intermediate fibrous or 
cartilaginous matrix. The presence of cartilage or giant 
cells does not exclude the diagnosis. No definite his- 
tological characteristic could be demonstrated in the 
osteogenic sarcomas of the skull after irradiation. 
Wide surgical resection appears to be the treatment 
of choice, but no definite conclusion is possible at 
present. Prolonged irradiation of benign lesions should 


be avoided. 
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PHYSIOLOGY 


Investigations on Effect of Prethcamide (Micoren) on 
the Physiology of Respiration. A. Biihlmann and H. 
Behn. Schweiz. med. Wehnschr. 87:135-137 (Feb. 9) 
1957 (In German) [Basel, Switzerland]. 


The authors emphasize the need for effective ana- 
leptics in the treatment of intoxications in which res- 
piration is impaired. They describe investigations on 
the new analeptic prethcamide (Micoren), a mixture of 
two alkylimino fatty acids, crotethamide and copropa- 
mide (see THE JouRNAL 155:363 [May 22] 1954.) They 
tested its effect in 3 persons with practically normal 
arterial carbon dioxide tension, in 1 person with 
slightly increased tension, and in 11 patients with 
chronic respiratory acidosis resulting from obstructive 
emphysema in chronic asthmatic bronchitis or chronic 
bronchial asthma. In a 12th patient the chronic alveo- 
lar hypoventilation was a sequela of severe obesity. 
These 12 patients had a mild to moderate respiratory 
insufficiency with hypoxemia and hypercapnia. They 
were selected because the irritability or activity of 
their respiratory center was higher than normal and in 
the hope that prethcamide would help them. All sub- 
jects received by slow intravenous injection 3 cc. of a 
15% solution (450 mg.) of prethcamide. With the aid of 
a self-retaining cannula, arterial blood was obtained 
anaerobically before and 5, 10, and 15 minutes after 
the injection. The blood was analyzed with regard to 
oxygen capacity, oxygen saturation, carbon dioxide 
content, and pH. The carbon dioxide tension was com- 
puted on the basis of the carbon dioxide content of the 
plasma and the pH. In order to obtain information 
about the respiratory mechanism and the ventilation, 
the esophageal pressure reading, the pneumotacho- 
gram, and the electroencephalogram were taken simul- 
taneously with the withdrawal of the blood specimens. 

Prethcamide produced a decisive increase in the 
total ventilation and a noticeable increase in the alveo- 
lar ventilation, with corresponding improvement in 
the arterial carbon dioxide tension. In the presence of 
pulmonary hypertension resulting from alveolar hypo- 
ventilation, a decrease in pressure, which corre- 
sponded to the improvement in the alveolar gas pres- 
sure resulted under the influence of prethcamide. 
Otherwise, however, the drug had no significant circu- 
latory effect, at least not with the dosage and mode of 
administration used. Prethcamide had only slight sec- 
ondary effects, but it was a very effective respiratory 
stimulant and analeptic. Its use is indicated particu- 
larly in patients with central respiratory disturbances 
such as in those resulting from poisoning with sopo- 
rifics or morphine and in asphyxia of the new-born. A 
reduction in the arterial carbon dioxide tension can be 
achieved in chronic respiratory acidosis resulting from 
obstructive emphysema. Observations on the respira- 
tory mechanism suggest that the drug is suitable for 
prolonged treatment only in combination with bron- 


chiolytic drugs. 
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PUBLIC HEALTH 


Effect of Food Preferences on Nutrient Intake. C. M. 
Young and T. D. Lafortune. J. Am. Dietet. A. 33:98-103 
(Feb.) 1957 [Chicago]. 


Dislike for certain foods becomes important, if it 
seriously interferes with the adequacy of a person’s 
intake of food. Such interference would occur only in 
those with many dislikes and particularly with dislike 
of certain key foods. Excessive food dislikes frequently 
are associated with neurotic tendencies or with im- 
maturity. Women, particularly adolescent girls, are 
shown to have more food dislikes than men, and they 
are recognized to be 1 of the least well-fed groups in 
the population. A study of the relationship between 
food dislikes and other factors Jeading to food rejec- 
tion was made in a group of Cornell University fresh- 
men women. They were studied early in their fresh- 
man year while food preference still was under home 
influence; 145 were chosen at random and sent ques- 
tionnaires. Ninety responded and 81 completed all the 
necessary entries. The ages of the girls were from 16 
to 20, their heights from 60 to 70 in., and their weights 
from 100 to 169 Ib. About 54 came from small com- 
munities, the others from large urban areas. The girls 
were asked to keep a record of all food and drink, 
except water, taken for 1 week. Time and place should 
also be listed. The menus served and the size of serv- 
ings of the various foods were furnished by the dieti- 
tians. 

Fifty-two of the 185 food items (28%) included in 
the check list were not disliked by any of the girls. 
Thirty-two of the 81 girls had dietary intakes below 
70% of the recommended dietary allowances for 16- 
to-20-year-old girls in one or more nutrients. Calcium, 
iron, and thiamine appeared to be the area of greatest 
weakness in nutrient intake; 23 of the girls had cal- 
cium intakes below the 70% level; 21 had iron and 12 
thiamine intakes below this level. In general, religious 
food restriction did not influence the adequacy of the 
diet. Health and caloric restrictions had an influence 
on 24 of the girls who were dieting to lose or gain 
weight. Milk, eggs, bread and cereals were not used 
in the available quantities, yet the girls did not list 
them as disliked foods. The authors’ explanation for 
these less-than-desirable food intakes is the indiffer- 
ence of the girls to certain of the available foods. That 
eggs were an intensely disliked item on the check list 
is peculiar. It is clear, however, from the responses to 
the oral questioning, that the real cause is definite in- 
dividual preference with regard to the preparation, 
not a dislike of eggs. 

Food dislikes seemed to have little influence on the 
adequacy of the diet, because the most intensely dis- 
liked foods were listed among the “seldom-served” or 
“never-tasted” items. The solution of the less-than- 
desirable nutrient intakes at least in this group would 
seem to be an educational program aimed not at com- 
bating food dislikes but rather at emphasizing the im- 
portance of certain foods, which appear as optional 
items on the menu. This type of study should be ex- 
tended to other population groups. 
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INDUSTRIAL MEDICINE 


The Danger of Dermatoses Due to Cold-Setting 
Ethoxyline Resins (Epoxide Resins). E. Grandjean, 
Brit. J. Indust. Med. 14:1-4 (Jan.) 1957 [London]. 


The ethoxyline and epoxide resins are used as ad. 
hesives and casting resins in the manufacture of 
various kinds of apparatus, electrical equipment, auto- 
mobiles, and aircraft. They are usually supplied jy 
the form of 2 reactive components, resin and hardener. 
The introduction of ethoxyline resins (under the trade- 
marks of “epon” or “araldite”) into manufacturing 
plants where workers had been hitherto unfamiliar 
with chemical processes brought the workers into 
contact with substances that carried an unknown risk 
to the skin. The case histories and patch tests showed 
that the skin reactions follow contact with the liquid 
stage of the resin and hardener or with mixtures of 
these before setting is complete. This applies both to 
the apparent direct irritation and sensitization. A mean 
time of setting is about 48 hours, before which time 
contact with the material should be prevented. The 
set, hardened resin appears to be innocuous as far as 
skin reactions are concerned. The vapor pressures of 
the casting resin and of the hardener are so low that 
atmospheric concentrations are negligible in respect 
to the early and sensitization effects. While the direct 
contact of the liquid materials with the skin seems to 
be the chief problem, there is a possibility that even 
the low concentrations of resin or hardener vapors 
may be sufficient to induce a recurrence in a sensitized 
subject. 

Workers should be trained by experienced men how 
to use these resins and should be told that traces of 
the casting resin on tables, chairs, shoes, clothes, ma- 
chines, buttons, door handles, pencils, etc., may be 
the source of skin inflammations. The work bench 
should be covered by a strong paper on to which the 
casting resin may drip to prevent permanent con- 
tamination. The soiled paper could be removed twice 
daily and destroyed. Fresh cleaning rags should be 
supplied daily and used only for occasional cleansing 
of apparatus, machines, and containers. Contaminated 
rags should be handled with gloves. The use of sol- 
vents for removing spots of resin on the skin or nails 
should be abandoned. When apparatus is cleaned 
with solvents, the worker should wear gloves of poly- 
thene. Ketonic solvents are preferable. The well- 
known objection to gloves in work of this kind can to 
some extent be overcome by the use of soft leather 
gloves with knitted backs or, alternatively, thin cotton 
gloves under polythene. Barrier creams have their 
place in protecting the skin in this work, especially 
the face. It is desirable to install facilities for washing 
in the working room. Finger nails should be kept 
short and clean. After the day’s work washing should 
be followed by inunction of the hands with a mild 
fatty ointment. Preemployment medical examination 
should eliminate persons with allergies from work in 
these processes. If the initial stage of skin irritation 
develops, an attempt can be made to prevent sensi- 
tization, but, if it does result, there must be no further 
work with the resin. 
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Practical Diagnosis and Treatment of Liver Disease. By 
Carroll Moton Leevy, M.D., Director of Clinical Investigation, 
Director of Outpatient Department, and Attending Physician, 
Jersey City Medical Center, Jersey City, N. J. Foreword by 
Franklin M. Hanger, M.D., Professor of Medicine, College of 
Physicians and Surgeons, Columbia University, New York. 
Cloth. $8.50. Pp. 336, with 84 illustrations by Felix Traugott. 
Paul B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1957. 


This is a practical and relatively condensed book on 
liver disease written for the clinician. A composite ap- 
proach to diagnosis and treatment with correlation of 
clinical and laboratory findings is stressed. The first five 
chapters deal with the diagnostic significance of the 
various clinical and laboratory findings. Chapter 6 is 
concerned with general principles of therapy. Treat- 
ment of fluid retention, electrolyte disturbances, coma, 
and hematemesis is included. There is a brief discus- 
sion of the surgical procedures available for the latter. 
The tone of this chapter is practical, and there are 
convenient tables and diet lists. The final chapters deal 
with liver disease due to nutritional deficiencies and 
metabolic disturbances, toxipathic liver disease, circu- 
latory disturbance, biliary obstruction and infection, 
neoplastic disease of the liver, and trauma. The presen- 
tation is clear, concise, and readable. The bibliography 
is selected but adequate for the purpose of the book. 
Theoretical discussion is minimal. The print is unusu- 
ally clear, as are the diagrams and tables. The color 
plates are excellent. This book is recommended for 
the practitioner who needs a concise clear guide to the 
management of the more common problems encoun- 
tered in patients with liver disease. 


The American Academy of Orthopaedic Surgeons Instruc- 
tional Course Lectures. Volume XIII. Editor: R. Beverly 
Raney, M.D. Cloth. $12. Pp. 327, with illustrations. J. W. 
Edwards, Ann Arbor, Mich., 1956. 


The American Academy of Orthopaedic Surgeons, 
at its annual meetings during the past 15 years, has 
offered instructional course lectures that supplement 
the papers and discussions given in the scientific ses- 
sions. The subjects for these lectures are carefully 
chosen and include many of the fundamental concepts 
and basic techniques used in the practice of orthope- 
dics. These are generally presented by authors who 
themselves have devised the techniques or have made 
special studies and contributions to the subject under 
discussion. Thus, at each meeting an opportunity is 
provided for each member or guest of the academy to 
select a group of lectures on subjects of interest to him 
or about which he wishes to refresh or supplement his 
knowledge. Through the years these lectures have been 
so popular that they have been published in book form. 
These annual volumes constitute a valuable reference 
library for practicing surgeons, residents, and students. 
Volume 13 contains 27 articles with appropriate illus- 


_ These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 
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trations. Among these are four on the hip, one on the 
spine, eight on neuromuscular diseases, three on dis- 
eases of bone, and three on traumatic lesions. In addi- 
tion, there are articles on more general topics, such as 
anatomy and physiology of the bone and joints, bone 
tumors, vascular lesions, disability evaluation, medical 
writing, and medical education. 


The Recurrent Laryngeal Nerves in Thyroid Surgery. By 
William H. Rustad, M.D., Assistant Clinical Professor of Sur- 
gery, University of California School of Medicine, San Fran- 
cisco. Cloth. $4.50. Pp. 47, with illustrations by Ralph Sweet. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, Canada, 1956. 

This monograph is a study of the extralaryngeal 
portions of the recurrent laryngeal nerves on the right 
and left sides of the neck. Although 250 nerves were 
dissected in 125 cadavers, it was thought best to report 
on the 100 specimens that remained intact on complete 
exposure. Such painstaking dissection in an area where 
variations are the rule is commendable. Equally praise- 
worthy are the clear and accurate illustrations. Much 
worthwhile material has been presented. Of the 200 
nerves dissected, 57% were found to be single trunk 
nerves while the rest were divided. Bilateral division 
occurred in 24% of the specimens. This nerve may 
branch at any point peripheral to its separation from 
the vagus nerve. The point at which this nerve is most 
vulnerable during a thyroidectomy is on the postero- 
lateral surface of the thyroid gland at the level of the 
junction between the middle and lower thirds. Here 
the main branches of the inferior artery usually enter 
the gland. An interesting section on historical back- 
ground and grouping of the patterns and a bibliog- 
raphy are included. This book can be highly recom- 


mended to surgeons and anatomists. 


Morals in Medicine. By Thomas J. O'Donnell, S.J., Regent 
and Professor of Medical Ethics, Georgetown University 
School of Medicine, Georgetown University Hospital, Wash- 
ington, D. C. Cloth, $3.75. Pp. 281. Newman Press, West- 
minster, Md., 1956. 

The author correctly defines ethics as “an investiga- 
tion into the goodness or evil of human actions in the 
light of natural reason.” He has sought to extract 
from ethics, moral theology, and canon law the prin- 
ciples of each as he thinks they should apply to the 
actions of members of the medical profession. If the 
triad of disciplines on which this book rests is accepted 
by the reader as proper and germane, then there can 
be no disagreement with the author on the score of 
the treatment of the subject as he has outlined it. 
Very probably he is a skilled theologian and a man 
learned in canon law, but the application of principles 
of moral theology and canon law to ethical principles, 
as such principles apply to the practice of medicine, is 
a proposition that must be accepted or rejected by 
the individual physician, exactly as he must accept or 
reject the principles of deism in his own life. 
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The eight chapters which comprise this book con- 
tain much that is both provocative and enlightening. 
In the third chapter, on the inviolability of human life, 
the definition of the fundamental equality of all men 
in the words “they all have the same final destiny or 
end in life, and are all equal in their intrinsic dignity 
as human beings” seems especially commendable. 
Such perplexing subjects as euthanasia, suicide, pro- 
longation of life in the face of a terminal illness, 
mutilation, contraception, needless surgery, ghost sur- 
géry, prefrontal lobotomy, experimentation on human 
beings, professional secrecy, abortion, problems of 
marriage, and many others are treated in a resolute 
manner by the author according to the system men- 
tioned. The book will be instructive to the physician 
who seeks a guide to his own professional conduct 
based on theology and morals as they affect ethics. The 
work does not inquire extensively into ethical problems 
encountered among physicians in their relations with 
oné another, as opposed to ethical problems arising 
between physician and patient, but it was not intended 
as a commentary on the former category. 


The Clinical Management of Varicose Veins. By David 
Woolfolk Barrow, M.D., Professor of Surgery, Marquette 
University School of Medicine, Milwaukee. With foreword by 
Arthur W. Allen, M.D. Second edition. Cloth. $6. Pp. 169, 
with 74 illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd St., New York 
16, 1957. 


This is the second edition of a highly successful, con- 
cisé, and clearly written monograph, eminently suit- 
able for the general surgeon and also the general 
practitioner doing his own surgery. Perhaps the most 
attractive feature of the book is the detached, unbiased 
attitude of the author toward accomplishing the ob- 
jectives of treatment. While he describes his own ex- 
perience precisely, he calls attention to controversial 
points. The author's enthusiasm for femoral vein liga- 
tion for postphlebetic sequelae is not shared by this 
reviewer. The style is simple and direct, the illustra- 
tions are many, and the printing is excellent. 


Clinical Physiology: The Functional Pathology of Disease. 
Edited by Arthur Grollman, M.D., Ph.D., F.A.C.P., Professor 
and Chairman of Department of Experimental Medicine, Uni- 
versity of Texas Southwestern Medical School, Dallas. Cloth. 
$12.50. Pp. 854, with illustrations, Blakiston Division, McGraw- 
Hill Book Company, Inc., 330 W. 42nd St., New York 36; 
95 Farringdon St., London, E. C. 4, England; 253 Spadina Rd., 
Toronto 4, Canada, 1957. 


This book, the work of 26 contributors, attempts to 
present basic physiological principles in relationship 
to clinical medicine. In general this has been accom- 
plished exceedingly well, largely because the editor 
has chosen clinicians whose research has been in the 
field of human physiology. Among these are the recent 
Nobel prize winners, Cournand and Richards, who 
have done a superb job with the section on the res- 
piratory system. Chapters on carbohydrate, lipid, and 
protein metabolism were completed by Dr. John P. 
Peters just before his untimely death. The cardiovas- 
cular, digestive, endocrine, renal excretory, hemato- 
poietic, and locomotor systems are all covered in this 
book. There is also a chapter on infection and im- 
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munity. References are given at the end of each chap. 
ter. A few diagrams and tables supplement the tex 
in appropriate places. This is an excellent book fo; 
the internist and the hospital resident who would like 
to correlate physiological concepts with what is found 
in the diseased patient. 


Radiology of the Alimentary Tract in Infancy. By Roy Astley, 
M.B., M.R.C.S., D.M.R., Radiologist, Children’s Hospital, 
Birmingham, England. Cloth. $10. Pp. 287, with illustrations. 
Edward Arnold & Co., 41-43 Maddox St., London, W. 1, Eng- 
land; Williams & Wilkins Company, Mount Royal and Giulfor 
Aves., Baltimore 2, 1956. 

By combining roentgenograms, schematic drawings, 
and terse case summaries with observations and com- 
ments based on broad clinical experience, the author 
has realized his stated aim to produce a volume pri- 
marily for radiologist and radiologist trainee and use- 
ful to both pediatrician and pediatric surgeon. A great 
deal of highly pertinent material which deals with the 
radiologic aspects of gastrointestinal situations solely 
or primarily encountered in infancy is presented. 
This is arranged in seven anatomic subdivisions. Com- 
mendable brevity has been achieved, with no sacrifice 
of important content material and no compromise with 
clarity of discussion. The various developmental faults 
responsible for sometimes fatal and often obscure ali- 
mentary difficulties are particularly well presented 
and documented. By the avoidance of repetitive: dis- 
courses on subjects that are not peculiar to infants, 
the pediatric keynote has been preserved throughout 
each subdivision. The outstanding excellence of literary 
content is matched by similar stellar performance by 
the publishers. Reproduced roentgenograms, always 
critically examined by radiologists, are of fine quality. 
This book merits attentive reading by radiologists and 
pediatricians and an honored place on the reference 
shelf. 


The Gist of Obstetrics. By H. B. Atlee. M.D., F.R.CS., 
F.1L.C.S., Head of Department of Obstetrics and Gynecology, 
Dalhousie University, Halifax, N. S., Canada, Cloth. $6. Pp. 
327, with 88 illustrations by Garth Vaughan, M.D., C.M. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1957. 

This book is based on lectures given by the author 
to his students. It therefore contains data based 
chiefly on his personal experience. It is not intended 
as a reference book in the manner of the larger stand- 
ard textbooks cn obstetrics. The author is partial to 
natural childbirth and is opposed to the widespread 
prophylactic use of forceps. He does, however, consid- 
er forceps on the after-coming head in breech deliver- 
ies the method of choice. In general, the advice given 
is in accord with that practiced in the United States 
and Canada. The illustrations are simple line draw- 
ings, but they are clear and instructive. There are no 
references, but this is because the book is a personal 
one. The author has a keen sense of humor which is 
evident throughout the book. This type of teaching 
is undoubtedly of great help to students; hence this 
book should be most valuable to medical students if 
used in conjunction with the standard textbooks of 


obstetrics. 
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QUERIES AND MINOR NOTES 


PROPHYLAXIS OF AMEBIASIS 


To tue Eprror:—What is the value of the prophylactic 
treatment of amebiasis with antiamebic drugs? A 
number of persons return from Mexico with severe 
amebic dysentery in spite of hygienic precautions. 
This dysentery frequently proves refractory to treat- 
ment with all the modern amebicides. The statement 
has been made that prophylactic treatment with anti- 
amebic drugs is not indicated because it may simply 
“mask” the infection or cause the amebas to become 
“drug-fast.” What is the rationale of allowing indi- 
viduals to acquire a full-blown or possibly a fulmi- 
nating infection if prophylaxis is possible? Have any 
studies been made as to the value of chemical pro- 
phylaxis in amebiasis? Please outline in detail a suit- 
able regimen for the prophylactic treatment of 
amebiasis. Which drug would be most effective? 
What would be the daily dosage, and for what peri- 
od of time should the drug be taken? Would a com- 
bination of drugs, taken either simultaneously or in 
succession, be more effective? 

M.D., New York. 


This inquiry has been referred to four consultants, 
whose respective replies follow.—Eb. 


Answer.—Craig first suggested the use of amebi- 
cidal drugs prophylactically in the prevention of ame- 
biasis (Am. J. Trop. Med. 20:799, 1940). He proposed 
Diodoquin (5,7-diido-8-quinolinol) for this purpose 
and believed that, if administered in therapeutic 
amounts daily, the drug would probably destroy any 
amebas that might be ingested. However, this sched- 
ule was not supported by any clinical investigation. 

Recently Beaver and others (Am. J. Trop. Med. 
5:1015, 1956) have demonstrated the chemoprophylac- 
tic properties of Diodoquin when administered to vol- 
unteers who were experimentally fed cysts of Enda- 
moeba histolytica on several occasions at weekly 
intervals. They found that the daily administration of 
650 mg. of Diodoquin, begun one week before the first 
feeding of cysts and continued for one week after the 
last feeding, completely protected all of nine volun- 
teers against infection. Similar experiments with glyco- 
biarsol ( Milibis ) demonstrated that this drug, in daily 
doses of 250 mg., protected 8 subjects against infection, 
although there was one apparent failure among 14 
subjects in additional trials in which the number of 
cysts was twice that given the initial 8 subjects. It is 
probable that either drug would furnish effective sup- 
pression under circumstances that might provide casual 
or intermittent exposure to small numbers of cysts of 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


E. histolytica. The drugs could be taken for a period 
of at least one month in the doses used in the above 
trials. 


Answer.—There have been several demonstrations 
ot so-called chemotherapeutic prophylaxis of amebiasis 
in mental institutions and one in a hyperendemic area 
in Central America. Mass treatment of groups having 
a high prevalence of infection has reduced prevalence 
practically to zero; the continuance of the chemothera- 
py for weeks or months has prevented reinfection from 
infected contacts. There are no known reports of 
studies of chemoprophylaxis in uninfected individuals 
going to hyperendemic areas. If chemoprophylaxis is 
desired, it can probably be accomplished by taking 
iodochlorhydroxyquin (Entero-Vioform), 0.25 Gm. 
twice daily, or Milibis, 0.5 Gm. three times daily twice 
a week, for the duration of exposure but not longer 
than a month. There is no advantage in taking a com- 
bination of drugs simultaneously, but they might be 
taken in succession. However, it is believed that it is 
preferable to avoid salads and unsafe water and to 
treat gastrointestinal symptoms as soon as they occur. 
Bacillary infections seem much commoner than amebic 
and can be quickly combatted by therapeutic doses of 
Entero-Vioform or a sulfonamide. There does not seem 
to be any evidence that E. histolytica becomes drug- 
fast, but it is recognized that some patients require a 
change of treatment in order to obtain a cure. Early 
cases of amebic dysentery rarely are refractory to 
chemotherapy with the modern amebicides. Persons 
with refractory cases should be examined carefully by 
an expert technician to determine whether there is 
some other etiological agent. 


Answer.—In general, for prophylaxis, tourists or 
travelers take one Entero-Vioform tablet in the morn- 
ing and one at night. This dosage schedule, in the 
great majority of instances, is adequate to prevent diar- 
rhea and has the added advantage that the traveler 
need not carry pills around all day long. However, 
some travelers do take 1 tablet with each of the three 
daily meals. No sufficiently critical study has been 
done that could supply a definite dosage schedule. Dr. 
McPhee, from Princeton, had good luck with our 
athletes at the Pan-American games with 2 Entero- 
Vioform tablets daily. 

If diarrhea develops, the dose should be increased 
in proportion to the severity of the diarrhea. Since 
Entero-Vioform is practically nontoxic, one does not 
have to worry about side-effects. From 4 to 6 tablets 
daily will usually clear up such nonspecific diarrhea 
in a matter of a day or two, and then, when the symp- 
toms have disappeared, the prophylactic dose can be 
resumed. The use of Entero-Vioform has been men- 
tioned by Hughes (J. A. M. A. 150:1456-1459 [ Dec. 13] 
1952) and by Bercovitz ( Bull. New York Acad. Med. 
24:51, 1948). 
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ANSwWER.—Entero-Vioform is of special value in 
treatment of amebiasis and is believed by many lay- 
men outside the United States to be of value also 
against the bacillary dysenteries. Therefore, on the 
basis of these assumptions, suppressive doses of 0.4 
Gm. given orally twice daily might be effective in 
endemic areas. However, the usual precautions of 
avoiding contaminated food should be maintained. 
The sulfonamides have been recommended also, but, 
like the tetracyclines, their daily use by laymen, with- 
out medical supervision, may sensitize or cause un- 
toward effects in a fair number of susceptible indi- 
viduals. 


ALCOHOLISM AS A MEDICAL ILLNESS 


To THE Eprror:—I have read much on the acceptance 
of alcoholism as a disease but have always felt that 
this is a moral or social problem rather than a medi- 
cal one. I also feel that cirrhosis of the liver and psy- 
chosis would more likely have nutritional deficiency 
bases. Could you tell me what the grounds are for 
considering alcoholism as a medical illness? 

M.D., New York. 


ANswer.—A disease is defined as follows: In general, 
any deviation from a state of health; an illness or 
sickness; more specifically, a definite marked process 
having a characteristic train of symptoms. It may 
affect the whole body or any of its parts, and its 
etiology, pathology, and prognosis may be known or 
unknown. 

A disease can also be classified according as to 
whether it is of primary or secondary origin. All 
patients suffering from the disease process known as 
alcoholism are also known as problem drinkers. The 
term “problem drinker” has more of a moral and 
social implication and exemplifies that type of reason- 
ing. However, alcoholism does denote a condition in 
which there is a deviation from a state of health. 
Alcoholism can be classified into (1) primary alcohol- 
ism, which includes (a) those patients who from the 
very first drink of an alcoholic beverage are unable 
to control their desire for it and (b) those who 
through use over a great many years have developed 
an inability to take a drink or leave it alone and have 
become like group (a), and (2) secondary alcoholism, 
which includes those who use alcohol for its sedative 
action as a means of escape from reality and, in par- 
ticular, from their personal problems, which are 
usually on a psychosomatic basis. This secondary 
group comprises by far the majority of patients suffer- 
ing from alcoholism; however, most alcoholic patients 
prefer to be in the primary group. 

Regardless of which group an individual belongs to 
when under the influence of alcohol, he is ill. The 
member of the primary group is not ill between 
episodes of drinking, but neither is an allergic person, 
unless exposed to the allergy. This does not nec- 
essarily imply that primary alcoholism is an allergy; 
it may be more akin to the excitement that certain 
drugs may produce (such as barbiturates and mor- 
phine) in some patients, since the action of alcohol 
is similar to sedatives and volatile anesthetics, such 
as ether. 


J.A.M.A., May 25, 


However, the controversy as to whether alcoholigy, 
is or is not a disease is related to the voluntary aspect, 
of the condition in a manner similar to narcotic adqic. 
tions. Anyone can become addicted to narcotics y 
alcohol if he uses enough each day and for a long 
enough period. Both addictions are characterized }) 
withdrawal symptoms, and the withdrawal symptoms 
can be prevented in both cases by substitute sedative 
therapy. 

In chronic narcotic use, it has been shown (Scienc 
124:263 [ Aug. 10] 1956) that continuous use of narcotic 
drugs inactivates the demethylating enzymes; 4). 
though no similar mechanism has been shown {o; 
alcohol, some such altered physiological state might 
exist. 

Simply because there is a moral and social aspect 
to this disease does not give physicians the right to 
deny its existence as a disease, any more than they 
would be able to deny the existence of venereal 
disease, which is usually quite obvious. As to whether 
alcoholism is a moral or social problem, rather than 
a medical one, all that can be said is that that is purel 
a matter of opinion and feeling, and undoubtedly both 
approaches are of value. The complications of alco- 
holism are undoubtedly nutritional, since the with. 
drawal syndrome (delirium tremens) can occur evei 
if the diet and vitamin intake is more than adequat 


MUSCULAR DYSTROPHY AND HEREDITY 


To THE Eprtror:—A 35-year-old man, height 5 ft. 10 in. 
(178 cm.), weight 115 lb. (52.1 kg.), has muscular 
dystrophy that began when he was 16 years old. 
The process started in his shoulder muscles and nou 
involves almost the entire musculature of his body. 
except for the forearm muscles. He is still able to 
walk and works sitting at a bench. He suffers no 
pain in particular and seems to have a good attitude 
toward his disease. He has a daughter 10 years of 
age who at present has no signs of muscular dystro- 
phy, but he is wondering whether she will be « 
victim of it, inasmuch as his mother, who is now 
bed-ridden, his uncle on his mother’s side, and 
brother, who is now confined to a wheel chair, all 
have muscular dystrophy. What can be done for hin 
by a general practitioner? 


J. W. Wentz, M.D., Pataskala, Ohio. 


Answer.—This patient undoubtedly has muscular’ 
dystrophy. On the basis of the fact, however, that onse! 
was in adolescence and that many members of the 
family of both sexes are affected, as well as on the 
basis of the distribution of the atrophy, this woul! 
seem to be the type that first involves the limb girdles 
The mode of inheritance of this type is not know: 
quite as well as that of the pseudohypertrophic variety. 
which is a sex-linked recessive, and of the facioscapulo- 
humeral type, which is usually dominant. Consequent: 
ly, it is rather difficult to state whether the daughie' 
will develop the difficulty or not, but, because of the 
high incidence in the family and the relatively |: 
onset, there is certainly a possibility that she may. 
There are no suggestions regarding therapy other tha 
general supportive measures and possibly physiother- 
py to prevent the development of contractures. M - 
chanical aids should be used if indicated. 
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RECURRENT THROMBOPHLEBITIS 


To 1112 Eprror:—A 55-year-old man sustained a dis- 
pla: ed fracture of both bones of the left forearm. 
On the day of injury, an open reduction and internal 
fixution with bone grafts obtained from the anterior 
iliac spine of the patient was performed. The arm 
was placed in a cast, and the patient did well for 
approximately 12 days postoperatively. He had been 
discharged from the hospital and was at home walk- 
ing around when he was seized with a severe pain 
in the right side of his chest, accompanied by a slight 
elevation in temperature. He was admitted to the 
hospital, and x-rays were taken that revealed a 
wedged-shape infarct in the right lower lobe, which 
in the opinion of the consultants represented a prob- 
able pulmonary embolus. Dicumarol therapy was 
started, with complete relief of pain in the chest. At 
no time has the patient ever had any peripheral signs 
of thrombophlebitis, either in his legs or in his arms. 
He never complained of any calf pain, nor was there 
ever any calf tenderness. Dicumarol therapy was 
continued for 14 days, and two days after it was 
discontinued the prothrombin time had become ele- 
vated. The patient had another episode of pain in 
the left side of his chest, and again x-rays revealed a 
pulmonary infarct in the base of the left lower lobe. 
He was again treated with dicumarol, this time for 
a period of seven weeks, and again at no time was 
there ever any sign of peripheral thrombophlebitis. 
It was assumed that the patient had thrombophlebi- 
tis of the pelvic veins. The patient also never had 
any unusual pain or swelling in his left upper extrem- 
ity, and, as a matter of fact, 12 weeks after the 
original operation, he has had union of the fractures 
and has complete motion in his forearm as regards 
supination and pronation. The question has arisen 
whether this patient will have any permanent dis- 
ability as a result of the thrombophlebitis of the 
pelvic veins. How much disability is this man ex- 
pected to have because of the thrombophlebitis, and 
what is the opinion as regards recurrence of the 
thrombophlebitis if he has another serious illness or 
major surgery? 

Robert T. Strang, M.D., Kingsport, Tenn. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—On the basis of what has been presented, 
the source of the pulmonary emboli is a matter of 
conjecture only. The emboli most likely arose from the 
veins in the affected arm. Since there is no good evi- 
dence that the patient ever had pelvic thrombophlebi- 
tis, it seems doubtful that he will ever have any perma- 
nent disability. Yet, if the patient ever undergoes a 
major operation or has a serious illness, the chances 
are good that he will be more susceptible to thrombo- 
embolic complications than one who has not had the 
episodes reported, and he should, therefore, be given 
anticoagulants, provided there is no contraindication 
to their use. 


ANSWER.—The absence of signs of peripheral throm- 
bophlebitis does not rule out the possibility that clots 
Were present in the iliac veins. This could have been 
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the source of the pulmonary emboli. There would have 
been more symptoms with a pelvic phlebitis than with 
a quiet type of iliac vein clot. If the pulmonary emboli 
are the result of bland clots in an iliac vein, then there 
will probably be no disability, since there are no symp- 
toms to begin with in the extremities of this patient. 
Also, the entire clot may have traveled to the lungs. 
Although one cannot predict whether thrombophlebitis 
will or will not occur in an individual who has had 
one episode, should he have another serious illness or 
major surgery he would have to be watched closely, 
and, if there is a slight rise in temperature, he should 
be placed on anticoagulant therapy. In addition, dur- 
ing any such serious illness his legs should be elevated 
and exercised as often as possible to keep the blood 
moving. The legs should be examined daily during 
such a period. 


GLYCOSURIA DURING FEBRILE ILLNESS 


To tHE Eprror:—A 6-year-old girl, weight 50 lb. 
(22.7 kg.), had been having an intermittent fever, 
etiology unknown, for two weeks. One day after 
the fever disappeared, a urine specimen showed 
2% sugar and was strongly positive for acetone. 
Three days later a glucose-tolerance test was re- 
ported as follows: fasting, 134; one-half hour after 
administration of 50 Gm. of glucose, 198; one hour 
later, 157; two hours, 128; and three hours, 138 mg. 
per 100 cc. All urine specimens were normal. All 
blood sugar tests were microscopic. Two years ago, 
during an upper respiratory infection, two urine 
specimens also showed a trace of sugar. The child is 
active and has developed normally in every respect 
Should a diagnosis of diabetes be entertained here? 

Louis E. Itzkowitz, M.D., Brooklyn, N. Y. 


This inquiry has been reterred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Transitory glycosuria occurs infre- 
quently ameng children during infections, and aceto- 
nuria likewise occurs frequently among normal (non- 
diabetic) children after fasting or inadequate food 
intake. In the absence of other symptoms it is un- 
likely that the child described has diabetes mellitus, 
but the possibility should indeed be borne in mind. 
In such a case it would be wise to have occasional 
tests of the urine for sugar after generous carbohy- 
drate meals, especially during colds or other acute 
illness. 


Answer.—The fact that the child had two urine 
specimens that showed a trace of sugar (or reducing 
substance) during an upper respiratory infection prob- 
ably means nothing important, as many children have 
some reducing substance in their urine during acute 
febrile illness. The 2% sugar and strongly positive ace- 
tone found in the urine the day after the two weeks 
of tever is peculiar. The child may well have eaten 
poorly, and the acetone could easily be explained by 
loss of glycogen reserves caused by fever and poor 
appetite. A 2% sugar level, however, is difficult to ex- 
plain, as this finding probably means that the child 
had as strong a sugar test as is possible to obtain by 


5, 

ah 


508 QUERIES AND MINOR NOTES 


qualitative methods, and she should not have had any 
sugar in her urine at this time. It is presumed that 
the glucose-tolerance test was an oral one and that 
the blood sugar tests were run by a method which 
measures total reducing substance rather than true 
blood sugar. The amount of glucose given is about 10 
Gm. greater than is usually employed on children of 
this weight. The shape of the curve is, however, not 
abnormal, but the values are all high. If they are 
correct it is surprising that no sugar was found in the 
urine when the value reached 198 mg. per 100 cc. If 
the child has diabetes, it would be very strange that, 
three days after having much sugar and acetone in 
the urine, both should have disappeared and the shape 
of the tolerance curve should be normal rather than 
the prolonged high curve found in diabetes, While 
it is not thought that the child has diabetes, it is 
wondered if the blood sugar values are correct, and 
not all read higher than they really were. If there is 
diabetes in the child’s family, it might be well to re- 
peat the tolerance curve at a later date, perhaps using 
a different laboratory; otherwise, these peculiar lab- 
oratory findings can be disregarded. 


HARMFUL EFFECTS OF DAILY ENEMA 


To THE Eprror:—Is there any possibility of harm from 
using the Fleet Enema daily? A patient began using 
it about two years ago and has found it indispens- 


able. F, Paul Ansbro, M.D., Brooklyn, N. Y. 


ANswER.—There are no known clinical or experi- 
mental observations that would enable one to answer 
this question definitely. This consultant believes that 
no harm will result if the enema is used on a short- 
term basis, e. g., for several days; however, even under 
this condition there should be endoscopic control. Po- 
tential harm could result from long-term use because 
(1) it is unphysiological; (2) there could possibly be 
trauma to the anal canal incident to the daily insertion 
of the hard plastic tip (this consultant has observed 
such trauma a number of times after single insertions ) ; 
(3) the passage of the excessive amounts of mucus 
produced by this concentrated salt solution might have 
an adverse psychological effect; and (4) frequent 
manipulation by the patient of the anal region, which 
is an erogenous zone, is inadvisable. Use of this con- 
centrated salt enema should also be avoided by pa- 
tients who require stringent salt restriction. 


EFFECT OF RADIOACTIVE IODINE 

ON PARATHYROIDS 

To THE Eprror:—Can “atomic cocktail” therapy for 
hyperthyroidism affect the parathyroid glands in 
such a way as to cause hypoparathyroidism? This 
condition seems to have occurred in a patient who 
also has myxedema. 

J. K. Fancher, M.D., Atlanta, Ga. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANswER.—At a recent conference sponsored by the 
Atomic Energy Commission, the 10-year experience 
with radioactive iodine (I**) therapy for hyperthy- 
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roidism and thyroid cancer was reviewed. A com, 
bined series of approximately 13,000 patients treate 
in a number of clinics was available for analysis, \y 
instance of hypoparathyroidism was reported afte, 
treatment. Beta rays, released by disintegration of |" 
are absorbed within 2 to 3 mm. of tissue. Since thes 
provide most of the radiation effect from I'"', jt , 
theoretically unlikely that normal parathyroids wou), 
be exposed to serious injury. Injury would be hypo. 
thetically possible, however, if the parathyroids were 
anomalously placed and buried in hyperfunctioning 
thyroid parenchyma. Injury to normal parathyroid; 
has not been reported after external radiation therapy, 
even with dosages directed against cancer in neigh- 
boring structures. However, Jacox has reported ap 
increased sensitivity of hyperfunctioning parathyroid; 
to the effect of radiation. It is thus conceivable that 
a patient with subclinical hyperparathyroidism, given 
radiation therapy for hyperthyroidism, might suffer 
parathyroid injury. The number of patients treated 
with I'*' is now sizable, so that, according to the 
laws of chance, spontaneous idiopathic hypoparathy- 
roidism might be expected to occur in a few patients 
receiving I'*’ therapy. 


Answer.—Large numbers of patients have now te- 
ceived I'*' in therapeutic doses, many of them ven 
large doses designed to destroy the thyroid gland or to 
treat cancer of the thyroid; but up to the present there 
is only one known report in the literature of temporary 
parathyroid insufficiency following therapy 
(Tighe: J. Clin. Endocrinol. 12:1220, 1952). A well- 
documented case should be considered for reporting in 
the literature. 


CAFFEINE AND ULCERS 


To tHE Eprror:—The 1955 edition of Goodman and 
Gilman’s “Pharmacological Basis of Therapeutics’ 
(ed. 2, New York, the Macmillan Company) indicates 
that caffeine, even more than alcohol, in its stimule- 
tion of gastric acid production, distinguishes be- 
tween ulcer victims and normal persons. The stimu- 
lation of the stomach by alcohol is a direct effect 
and does not depend on the mediation of the nervous 
system. What is supposed to be the mechanism of 
the stimulation by caffeine? Since, according to 
Goodman and Gilman, amphetamine does not stim- 
ulate production of gastric acid, presumably nervous 
connections, if involved, do not depend on stimula- 
tion of the cerebral cortex. Is an intact vagus nerve 
necessary for the stimulation by caffeine? Will para- 
sympathetic inhibitors, such as atropine or Banthine, 
destroy the effect of caffeine? Patients taking Ban- 
thine, for instance, often ask if they may be per- 
mitted alcohol or coffee. 

Alfred B. Mason, M.D., Concord, Calif. 


ANsweER.—The exact mechanism of stimulation by 
caffeine of gastric acid secretion is unknown. It does 
not result from a central nervous stimulant effect of 
caffeine, and the vagus nerve need not be intact; 
whether intramural ganglions are necessary has not 
been determined. Available evidence suggests that 
caffeine directly stimulates the parietal cells. It also 
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enhances the gastric secretory response to alcohol, 
histamine, acetylcholine and its congeners, meat ex- 
tractives, and electrical stimulation of the vagus. The 
enhancement of the vagal effect is most likely ex- 
plained by the fact that acetylcholine is released pe- 
ripherally when the vagus is stimulated. Parasympa- 
thetic blocking agents, such as atropine and synthetic 
substitutes for atropine, moderately reduce but do not 
abolish the stimulation by caffeine of gastric acid secre- 
tion. This is also true for the stimulation by alcohol 
and histamine. 


LIPOTROPIC DRUGS 


To tHE Eprror:—A number of medical products for 
use in geriatric practice contain inositol, choline, and 
methionine. Has the therapeutic value of these sub- 
stances been established? M.D., Florida. 


Answer.—Inositol, choline, and methionine were in- 
troduced and used for the purpose of reducing height- 
ened blood cholesterol levels. They have some effect 
but little therapeutic value, and their use has markedly 
decreased. A panel of nutritionists and clinical and 
laboratory specialists, at a recent meeting of the Amer- 
ican Geriatrics Society, were unanimous in the opinion 
that these drugs give no service in prevention or 
therapy. 


Answer.—Although a relatively large number of 
published experimental and clinical studies have hinted 
at the possibility of modifying arteriosclerotic changes 
in humans by the administration of lipotropic agents 
and other drugs, there seems to be no conclusive evi- 
dence establishing the therapeutic value of these 
preparations for this purpose. The report of Moses 
(J. A. M. A. 156:492-493 [Oct. 2] 1954) points out that 
there is no acceptable evidence in either man or ani- 
mals that atherosclerotic lesions can be retarded or 
reversed by the administration of either one or several 
lipotropic agents in combination, and there is consider- 
able evidence that the administration of large amounts 
of these dietary supplements to patients with moderate 
degrees of hepatic damage may be detrimental. A 
reply to a query in THE JourNAL for Feb. 12, 1955, 
page 625, expresses the opinion that, despite some re- 
ports, the evidence of a definitely favorable effect of 
lipotropic agents in retarding the progression of athero- 
sclerosis is inconclusive. 


POTENCY OF ASCORBIC ACID AFTER STORAGE 


To tHe Eprror:—If orange or grapefruit juice is 
strained from the natural fruit and placed in a 
pitcher or glass, will it keep for a period of from 
one to three days in the refrigerator without any 
decrease in the content or potency of ascorbic acid 
(vitamin C)? 

Harris P. Dawson, M.D., Montgomery, Ala. 


ANsweR.—The amount of ascorbic acid lost from 
fresh orange juice that is stored for 24 hours in a cover- 
ed glass or china container in a refrigerator is negli- 
gible. Moore and associates, cited by Sweetman and 
MacKellar in “Food Selection and Preparation” (ed. 
4, New York, John Wiley & Sons, Inc., 1954), reported 
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in 1945 that, even when orange juice is kept uncover- 
ed in a refrigerator for as long as a week or at room 
temperature for three days, there is little change in 
the ascorbic acid content; however, there is better 
flavor when the juice is covered and stored in a re- 
frigerator for no more than three days. 


WESTERGREN SEDIMENTATION RATE 
TECHNIQUE 


To tHe Eprror:—I am writing in reference to the 
query and minor note in Tue JourNnaL of Dec. 29, 
1956, page 1674, regarding the Westergren sedi- 
mentation rate technique. We use the Westergren 
method as regular office procedure on our patients 
and have been using a different normal range. The 
consultant states that the normal for men is 1 to 
3 mm. and for women, 4 to 7 mm. 

We are using a Westergren pipette, 300 mm. long, 
2.5 mm. in diameter, graduated in millimeters up 
to 200 mm. We use a 3.8% solution of sodium citrate. 
This apparatus is made by Clay-Adams and the 
normal with this method is 0 to 15 mm. for men 
and 0 to 20 mm. for women after one hour. I have 
checked other laboratory sources and find this to 
be the most frequently used normal standard for 
the Westergren method. 

I noticed the reference to Ham and Curtis (Medi- 
cine 17:447, 1938) as the source of reference. I 
would appreciate the explanation of the great dif- 
ference in normal standards recommended. 

Arthur W. Greenfield, M.D. 
50 Anderson St. 
Hackensack, N. J. 


The above comment was referred to the consultant 
who answered the original query, and his reply 
follows.—Eb. 


To THE Eprtor:—It is agreed that a Westergren pipette 
is 300 mm. long, 2.5 mm. in internal diameter, 
and that when the blood is drawn up to a 200 mm. 
mark it contains about 1 ml. of blood. The anti- 
coagulant is an aqueous solution of 3.8 gm. of 
sodium citrate per 100 ml. This is used in a prepa- 
ration of 0.2 ml. of anticoagulant for every 0.8 ml. 
of whole blood, making a final concentration of 
760 mg. of sodium citrate per 100 ml. and a dilution 
of 20% of the blood with an aqueous solution. 

Westergren, himself, gives the normal range of 
it to be 1 to 3 mm. sedimentation for men and 4 to 
7 mm. sedimentation in one hour for women. Other 
values that are higher are probably not normal and 
may be contributed to by anemia per se. 


VITAMIN K ADMINISTRATION 


To THE Eprror:—The reply to the query on vitamin K 
administration, which appeared in Tue JourNAL, 
Jan. 26, 1957, page 327, is somewhat misleading. It 
is stated that “vitamin K, appears to have some su- 
periority over synthetic vitamin K preparations in 
the treatment of idiopathic hypoprothrombinemia.” 
If the idiopathic type is considered the same as the 
congenital and hereditary types, that statement is 
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dressings are difficult to apply on the scalj. This 
method also eliminates the necessity of shaving thy 
scalp, except for clipping a few hairs in the tin, 
operative field. I have removed cysts on the scaly 
the size of an egg by this simple and short pr. 
cedure. William M. George, M.D. 
Walnut Creek, Calif. 


erroneous, since neither the natural nor the synthetic 
vitamin K corrects the deficiency of this type of 
prothrombin activity. In vitamin K deficiency such 
as occurs in the newborn infant or in the patient 
with obstructive jaundice both types of vitamin K 
are effective, but in the latter condition the synthetic 
water-soluble vitamin K has the advantage that it 
can be absorbed from the intestines in the absence 
of bile. Excess amounts of vitamin K can depress the 
prothrombin time, particulaly in the presence of liver 
disease (Richards and Shapiro: J. Pharmacol. & Ex- 
per. Therap. 84:93, 1945). 

Armand J. Quick, M.D. 

Department of Biochemistry 

Marquette University School Medicine 

Milwaukee 3. 


The above comment was referred to the consultant 
who answered the original query, and his reply fol- 
lows.—Eb. 


The above comment was referred to the consultan; 
who answered the original query, and his reply fo. 
lows.—Eb. 


To tHE Eprtor:—There are actually hundreds 
methods of removing sebaceous cysts. The answe 
to the original inquiry made no attempt to descrily 
all of them. The method presented in the abo 
comment is another good conservative measure for 
use on the face. However,-a tiny incision, such «; 
mentioned in the original answer, leaves less scar 


To THE Eprror:—In regard to the literature reference than a sutured or grafted P ae. 


cited, while the citation is essentially correct from 
the contents of the paper, it may be worth while to 
quote the following from the authors’ conclusions to 
this paper: “In man doses approximately ten times as 
great as those generally recommended for therapeu- 
tic use, given daily for a period of one week, induce 
no significant changes in the blood. In normal sub- 
jects large doses of Hykinone can produce temporary 
hyperprothrombinemia; in cases of liver disease simi- 
lar amounts of menadione bisulfite extend the pro- 
thrombin time.” 


RECURRENT FACIAL SEBACEOUS CYSTS 


To THE Eprror:—In the March 23, 1957, issue of THE 
JournaL, page 1095, under Queries and Minor 
Notes, there are discussed various surgical ap- 
proaches for the treatment of recurrent facial 
sebaceous cysts. May I offer a simple, but apparent- 
ly not too widely known, procedure which I use in 
my dermatological practice for the removal of either 
sebaceous or epidermal inclusion cysts? The cos- 
metic result is much better than with scalpel excision 
and sutures, and the end-result is more complete 
and dependable than with incision. 

The skin over the center of the cyst is anesthetized 
with Novocain injection. With a 4-mm.-diameter 
biopsy punch, a circular piece of skin, including the 
external portion of the sac wall, is removed. Through 
the remaining hole the sac contents are expressed, 
and the sac is delivered in toto with a hemostat. 
Pressure is applied for a minute or two to minimize 
bleeding, after which the plug of skin, with the sac 
portion cut away (to prevent future recurrence). 
is replaced into the hole. A dressing is applied and 
left in place for several days until the graft of re- 
placed skin “takes.” In this manner the sac is re- 
moved, no skin is lost, and no sutures are required. 

A modification for the removal of scalp cysts 
consists in not replacing the skin plug but placing 
just one suture to prevent bleeding, since pressure 


DRUGS INTERFERING WITH 
PROTEIN-BOUND IODINE DETERMINATION 


To THE Eprror:—In a query and minor note published 
in the Dec. 22, 1956, issue of THE JouRNAL, page 
1582, a physician requested a list of drugs capable of 
causing a distorted blood protein-bound iodine level 
I noticed that desiccated thyroid, thyroglobulin, 
thyroxin, and sodium liothyronine (1-triiodothyro- 
nine, Cytomel) were omitted from this list. Oj 
course, it is known that desiccated thyroid, thyro- 
globulin, and .-thyroxin will increase the blood 
protein-bound iodine levels. In contrast, sodium 
liothyronine will not increase these levels (I have 
seen no increase in protein-bound iodine values in 
patients receiving as much as 150 mcg. per day). 
On the other hand, administration of sodium liothy- 
ronine may cause a decrease in blood protein-bound 
iodine values, while the patient remains clinically 
euthyroid. Because of the rapid cut-off of effects 
after withdrawal of sodium liothyronine, protein- 
bound iodine values generally return to pretreatment 
levels within a few weeks. 

Martin C. Sampson, M.D. 
418 S. 47th St. 
Philadelphia. 


The above comment was referred to the consultant 
who answered the original query, and his reply fol- 
lows.—Eb. 


To THE Eprtor:—The original reply to the query and 
minor note in question was restricted to a considera- 
tion of iodine-containing drugs creating spuriously 
high protein-bound iodine levels. The above com- 
ment draws attention to another way in which the 
levels may be effected. The failure of sodium lio- 
thyronine to elevate protein-bound iodine levels is 
considered to be due to its rapid escape into the 
tissues, while the fall in the protein-bound iodine 
level that is often noted with its use is due to depres- 
sion of endogenous thyroxin formation. 
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